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MENTAL DISORDERS AS A PUBLIC HEALTH PROBLEM * 
ROBERT H. FELIX, M.D.,? Wasutncron, D. C. 


At past meetings of this Association and 
elsewhere, the mental health problem and the 
plans for attacking it through the National 
Mental Health Program have been discussed 
from the standpoint of strategy and tactics. 
Now, as the third year of operation under 
the National Mental Health Act draws to 
a close, it appears both opportune and de- 
sirable to re-examine the philosophy back 
of the program and to discuss some of the 
problems still to be solved in the period im- 
mediately ahead. 

The plan of action of the mental health 
program was originally built around the 
nucleus of mental health facilities and or- 
ganizations which already existed in the 
Public Health Service. It was recognized 
from the start, however, that many changes 
would have to be made, as the program ma- 
tured, in order to reach the new objectives. 

The growth of mental health activities in 
the Public Health Service has paralleled the 
changing concepts of mental public health 
throughout the United States. As late as a 
quarter of a century ago, the bulk of our 
citizens thought of mental health work in 
terms of segregating and controlling patients 
with gross mental disorders. Even in this 
period, however, there was a strong mental 
hygiene movement and, through its influ- 
ence, the public’s attitude toward the prob- 
lem was beginning to change. This was 
reflected in the Congressional action of June 
14, 1930 which changed the name of the 
Public Health Service’s Narcotics Division 
to Mental Hygiene and authorized studies 
and investigations of the “causes, prevalence 
and means for the prevention and treatment 
of mental and nervous disorders.” The Nar- 
cotics Division had been created by law in 
the previous year, but its functions were as 


1 This and the following 3 papers, constituting a 
United States Public Health Service Symposium, 
were read at the 1os5th annual meeting of The 
American Psychiatric Association, Montreal, Que- 
bec, May 23-27, 1949. 

2 Director, National Institute of Mental Health, 
Public Health Service, Federal Security Agency. 


limited as its name implied. It was author- 
ized to establish and administer two institu- 
tions for the confinement and treatment of 
persons addicted to habit-forming drugs; 
to conduct research on drug addiction; dis- 
seminate information on research, treatment 
and rehabilitation; and to cooperate with 
state and local governments in developing 
facilities for care and treatment. 

Under its new name, the Mental Hygiene 
Division rapidly enlarged the scope of its 
activities. Its services to the states included 
assistance in building up mental hygiene 
programs as well as consultive services to 
aid in the improvement of mental hospital 
care and facilities. 

The really basic shift in emphasis from 
direct care to preventive medicine, however, 
came in 1946 as a result of the passage of 
the National Mental Health Act. This legis- 
lation reflected the growing awareness that 
emotional and personality disorders consti- 
tute a public health problem. The concept 
of mental health as an integral part of total 
health and the desire to have the traditional 
public health approach applied to the mental 
health field are clearly expressed in the 
report of the Committee of the House of 
Representatives which held hearings on the 
Bill. In discussing its definition of the term 
“State mental health authority,” the follow- 
ing statement was made: 


It was brought to the attention of your committee 
during the hearings, however, that in some States 
there is a State agency, separate and apart from 
the State health authority, which has primary re- 
sponsibility for the preventive mental hygiene ac- 
tivities and the other activities related to the 
State’s mental health program. Your committee 
does not contemplate by the new definition to in- 
clude those State agencies whose activities in the 
mental health field are restricted to jurisdiction 
over mental institutions and their patients. It does 
contemplate substitution of the other State agency 
for the State health authority where the former is 
really the State health authority in the field of 
mental health. 


April 1, 1949, is the date which marks the 
most recent milestone in the growth of the 
program. On that day the National Institute 
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of Mental Health was officially established, 
replacing the Division of Mental Hygiene. 
The transfer of the two narcotic hospitals 
to the Division of Hospitals—an action 
scheduled to occur before July 1949—is 
evidence of the almost revolutionary change, 
over a 20-year period, in the concept of 
functions of the mental health branch of the 
Service. The function of direct care and 
treatment of the mentally ill, which the 
Mental Hygiene Division was originally 
created to fulfill, is replaced by functions 
designed to make possible the prevention of 
mental illness. In other words, the program 
now conforms to the traditional public health 
pattern. Consequently, traditional concepts 
of public health and public health adminis- 
tration must be fully understood if the 
activities of the Institute of Mental Health 
are to be seen in the proper perspective. 

Public health is the collective health of a 
group of people living together in a com- 
munity. It expresses the result of all the 
factors which influence the prevalence rate 
of disease, extent of injury, the duration of 
life, the rate of reproduction, and the state 
of physical and mental well being of the 
population. Public health administration is 
the science and art of organizing and ad- 
ministering official and voluntary agencies 
designed primarily to protect and promote 
public health. 

The job of the health officer is, basically, 
to promote, by such means as are within his 
power, the highest possible level of public 
health in the community and to do so at a 
cost which the community is able to pay 
without jeopardizing other necessary gov- 
ernmental activities. His primary responsi- 
bility is, therefore, in the field of prevention, 
not treatment. To put it plainly, the treat- 
ment of individuals is a time-consuming 
activity which the health officer is justified 
in doing only when there is no other way 
to eliminate a focus of infection, to control 
the spread of disease, or to meet a medical 
need of such urgency and magnitude that it 
becomes a public responsibility. 

The efforts of public health workers are 
directed toward the application and develop- 
ment of methods of mass approach to health 
problems, whether these be in the field of 
infectious diseases, environmental sanitation, 


or mental illness. Disease is con- 
sidered the end result of health practices 
that are less than entirely effective. 

This concept of public health work is 
accepted without question today in so far 
as it applies to the older public health pro- 
grams such as maternal and child health, 
venereal disease, and tuberculosis. Many of 
the mass techniques in these fields are well 
known and noncontroversial. Mental health, 
cancer control, and other programs which 
have been introduced into the public health 
pattern more recently, however, are not 
accepted and understood to the same degree. 
Workable, usable mass approach methods 
in the mental health field must be further 
developed and existing methods must be more 
fully utilized by state and local health units 
if mental health activities are to become as 
widely accepted and as successful as older 
public health programs. 

This can occur only if much is learned 
which is as yet unknown about mental health 
and illness ; if more personnel are trained to 
utilize this knowledge in fortifying indi- 
viduals against illness and in developing a 
more robust state of mental health; and if 
state facilities and activities in the field of 
public mental health are developed and 
expanded. 

The mental health program as adminis- 
tered by the Public Health Service is de- 
signed to help meet these three basic needs. 
Its ultimate objective is to help the individual 
by helping the community; to make mental 
health a part of the community’s total health 
program, to the end that all individuals will 
have greater assurance of an emotionally 
and physically healthy and satisfying life for 
themselves and their families. 

In order to provide the best possible 
assistance to the nation in expanding and 
developing its training, research, and com- 
munity services programs, the Public Health 
Service has relied heavily upon the advice 
of leading authorities from all parts of the 
country. Since the mental health problem 


cancer, 


transcends any one discipline, these con- 
sultants are drawn not only from the fields 
of psychiatry and neurology, but also from 
other medical fields such as public health, 
pediatrics, internal medicine, and surgery 
and from other disciplines such as psy- 
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chology, social work, nursing, sociology, 
anthropology, education, and the sciences 
basic to medicine and the humanities. This 
means that the program, as now operating, 
is a composite of the thinking of authorities 
in a number of disciplines. 

All these authorities are agreed that the 
development of the program hinges upon 
the production of adequately trained per- 
sonnel in sufficient numbers to meet the 
nation’s needs. The first and most pressing 
problem, therefore, has been that of work- 
ing out the government’s role in the program 
for training personnel. It was recommended 
by the National Advisory Mental Health 
Council that first priority should be given 
to the training of psychiatrists, clinical psy- 
chologists, psychiatric social workers, and 
psychiatric nurses since they represent the 
professions that have traditionally dealt with 
mental health problems. 

This is being done in three ways: (1) by 
helping high-quality training centers to ex- 
pand their facilities so that they can accept 
more students without lowering their quality 
of training; (2) by helping other training 
centers to improve their quality of training, 
thus giving better preparation to the students 
they are currently teaching and constructing 
a sound foundation on which future ex- 
pansion can be built; (3) by helping to es- 
tablish training centers in areas where they 
do not exist so that these areas will have a 
better opportunity to obtain skilled per- 
sonnel. 

With this three-way expansion of training 
facilities, more teachers must obviously be 
developed. It is therefore anticipated that, 
for some time to come, the development of 
adequate numbers of well-trained instructors 
will be a major objective of the training 
program. 

Another problem which faced the National 
Advisory Mental Health Council and the 
Public Health Service staff was the propor- 
tion of available funds which should be 
allocated to each of the mental health pro- 
fessions. Adequate psychiatric supervision 
is essential to the best mental health work 
but, since the psychiatrist cannot operate 
alone, the accelerated production of person- 
nel in allied disciplines must also be sup- 
ported. To date, the funds granted for 


training have been on the basis of 40% of 
the total funds available to psychiatry, and 
60% divided equally among the other three 
disciplines, namely, psychology, social work, 
and nursing. 

Among medical personnel the responsi- 
bility for mental health work, particularly 
in the preventive field, does not rest alone 
with the psychiatrist. All physicians, for 
better or for worse, deal with emotional 
problems in their patients. The great ma- 
jority of the patients never will, and in all 
probability never should, come to the atten- 
tion of the specialist in the field of psychi- 
atry. In treating them, however, it is essen- 
tial that the physician be as skilled in the 
field of psychiatry and mental health as he is 
in the other branches of medicine. This 
applies alike to the general practitioner and 
to all medical specialists. Therefore efforts— 
which will be described later in this sym- 
posium—have been made to assist in the 
improvement of psychiatric training in medi- 
cal schools. 

In allotting grants to medical schools and 
other training centers, the Service recognizes 
the cardinal principle that academic thought 
and teaching must at all cost be free of gov- 
ernmental control and direction. Just as 
schools are free to apply for training grants 
or not to do so, they must be free to develop 
and administer their training programs in 
their own way. This freedom must be kept 
inviolate at all costs. It is conceivable that 
the training of personnel might be speeded 
up by making a grant conditional upon a 
school’s conformance with certain training 
patterns. However, the Council has stead- 
fastly refrained from recommending such 
action, recognizing that the freedom of our 
educational institutions is at the very root 
of our democratic form of government and 
is more important than the production of 
professional personnel or even of the mental 
health program itself. 

There are a number of considerations 
which must always be kept in mind in ad- 
ministering a training program. Since the 
objectives are national in scope, regional 
needs and an equitable geographical distri- 
bution of the grant funds are factors which 
must be weighed in awarding grants. For 
this reason, a portion of the available funds 
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is awarded on the basis of regional need 
for the development or improvement of 
training centers. It is equally important, 
however, to consider quality of training, and 
this is taken into account in granting the 
remainder of funds to centers of high quality 
without regard to geographical location. It 
is hoped that the expanded facilities in these 
centers will provide the teachers immediately 
required to staff the additional centers which 
are needed by other parts of the country. 

Although applications for training grants 
are far in excess of the funds available, rela- 
tively few of the applicants to date have indi- 
cated that their programs include the em- 
phasis on public health administration and 
principles which is so essential if mental 
health is to become an integral part of health 
department work. This area, if properly 
exploited, should contribute much to the field 
of preventive psychiatry and mental health. 
It is to be sincerely hoped that, in the future, 
schools of public health will offer more train- 
ing in mental hygiene and preventive psy- 
chiatry and that training programs in psy- 
chiatry and the ancillary disciplines will bet- 
ter prepare their trainees in the field of public 
health. Today only the field of nursing is 
demonstrating a significant degree of activity 
in this regard and even there much more is 
to be desired. 

Psychiatry has had its Hippocrates, and 
possibly its Galens also. Its Harveys, its 
Kochs, and its Pasteurs are yet to appear 
upon the scene, and their contributions must 
be made before we can hope for Oslers or 
Halsteds. More knowledge means better 
practitioners. The necessary knowledge, 
however, is drawn from a wide variety of 
disciplines, and for this reason the research 
program recommended by consultants to the 
National Institute of Mental Health is 
broadly conceived. Among the consultants 
advising on research grants are psychiatrists, 
neurologists, surgeons, internists, pediatri- 
cians, psychologists, sociologists, anthropol- 
ogists, physiologists, chemists, and anato- 
mists. It has been interesting to bring the 
representatives of these varied disciplines 
together; to watch them first become ac- 
quainted and then work together on prob- 
lems of research in the field of mental health. 
The result has been an interdisciplinary con- 


cept of mental health and its problems. It 
has long since become evident that no disci- 
pline, not even psychiatry, has a monopoly 
or even a priority in the field of mental health 
research. The knowledge which will con- 
tribute either directly or indirectly to the pro- 
duction of an emotionally more healthy popu- 
lation must come from many sources. 

No one will question the need for more 
research in the mental health field, yet it isa 
bitter fact that the number of competent 
investigators is small, and apparently will 
remain small if the present trend continues, 
In an effort to develop a greater body of in- 
vestigators who are capable of high quality 
work, research fellowships are granted to 
carefully selected individuals. These fellow- 
ships enable them to carry on work at cen- 
ters throughout the United States and to 
prepare for a career in mental health re- 
search. Fellows are not obligated to enter 
government service. The objective in train- 
ing research workers is the same as in the 
other training program: namely, to reduce 
the deficit of qualified personnel. 

In the awarding of both research and train- 
ing grants, it is the aim of the Public Health 
Service to supplement and not to supplant 
support from other sources, such as founda- 
tions. All other sources of support should be 
exhausted before turning to the Federal 
government. 

The delivery of adequate mental health 
services to all the people is a goal yet far 
from realized, not only because of the need 
for more personnel and more research, but 
also because of the varying concepts of what 
constitutes adequate services. There is still 
a tendency in some areas to think of the 
mental health program simply in terms of 
clinical treatment for mental and emotional 
disorders rather than as a comprehensive, 
preventive activity. The lack of precise 
techniques and the controversy over many 
procedures now in use further complicate 
the development of community mental 
health services. The increased public aware- 
ness of the need for mental health programs, 
which from the broad viewpoint is an unde- 
niable asset, adds to present difficulties in 
that it creates a demand which cannot be 
filled with personnel available now or for 
some time to come. 
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The first problem to be solved then is how 
to make at least a minimum service available 
to a maximum number of people. The an- 
swer is not a simple one and the same answer 
is not applicable to all areas. It is obviously 
important to see that service is provided to 
individuals who need psychiatric treatment. 
This must be done not only for the sake of 
the individual but also because he represents 
a psychological health hazard to others. To 
meet this need, every effort is being made 
to encourage the esablishment of psychiatric 
facilities in general hospitals. These facili- 
ties should provide attractive opportunities 
to young men who have finished their train- 
ing in psychiatry and are looking for a loca- 
tion. 

At the present rate of production of 
psychiatrists, however, relatively few com- 
munities will be able to attract a trained psy- 
chiatrist. Consequently, it is extremely im- 
portant to equip the general practitioner with 
knowledge of basic mental hygiene prin- 
ciples. This is being done by helping to 
finance so-called institutes on psychiatry 
which are held under the joint sponsorship 
of the state mental health authority and the 
state medical society. 

The National Institute of Mental Health 
is conducting two demonstration projects 
which are in effect field laboratories for the 
development of mental health methods and 
the assay of community factors which in- 
fluence mental health. In these two projects, 
one in Prince Georges County, Maryland, 
and one in Phoenix, Arizona, and in others 
which will be established later, the most ef- 
fective role of the various personnel—phy- 
sician, psychologist, social worker, nurse, 
etc.—will be explored, as will also the most 
effective use to which the mental health unit 
itself can be put. As principles are proved 
and new techniques are found applicable, the 
information will be disseminated among the 
states and territories, and interested indi- 
viduals will be welcomed to observe them in 
actual operation. 

The greatest experiment of all, however, is 
that which is going on in the states them- 
selves, assisted by grant-in-aid funds. There 
are, actually, 51 experiments being conducted 
throughout the nation since all the states 
and territories, save two states, are operat- 


ing mental health programs, no two of which 
are exactly alike. As time goes by and as 
ideas are exchanged between the states, those 
which have stood the test will undoubtedly 
be adopted by other states. 

The guiding philosophy which permeates 
the activities of the National Institute of 
Mental Health is that prevention of mental 
illness, and the production of positive mental 
health, is an attainable goal. All phases of 
the program are directed toward providing 
more adequate facilities both in quality and 
in quantity to all the people. Since this must 
be done as rapidly and as economically as 
possible, techniques for a mass approach to 
the problem must be developed. Only in this 
manner will the most good accrue to the 
most individuals, and the available public 
funds be most judiciously utilized. Ideally, 
the clinician should care for the sick indi- 
viduals and the health officer, by reducing 
morbidity and keeping the incidence as low 
as possible, should prevent the clinician’s 
case load from becoming overwhelming. It 
is felt that this is a realistic and attainable 
goal and it is upon this principle that we 
operate. 


DISCUSSION 


Dr. ALAN Grecc (New York City).—Dr. Felix 
has described the policies and purposes of a wide 
range of activities and yet with a brevity and 
simplicity that might lead some of this audience 
into underestimating the size and scope of the 
programs established by Congressional action and 
supported by substantial Federal funds. Rather 
than trying to summarize a presentation that is 
already substantially condensed, I shall offer one or 
two comments on the major assumptions that prob- 
ably underlie the program Dr. Felix has outlined. 

It seems to me that preventive medicine rests on 
its surest foundation when it bases its procedures 
on proven etiological knowledge. When, for ex- 
ample, the organism that causes typhoid fever was 
discovered, we obtained in that knowledge not only 
a diagnostic tool but an elegant and precise means 
of both understanding the occurrence and con- 
trolling the spread of typhoid. Secure in its etiologi- 
cal knowledge, the preventive attitude provides the 
best part of the underpinnings for public health. 
We can then build one stone on another. Or in 
current baseball terms if we want to put ill health 
out, the neatest method to use is a triple play— 
etiology to prevention to public health. We can, 
however, scarcely claim that this is the only triad, 
the only combination of knowledge and activity, 
that is worth attention. Empirical practices like 
drinking tea made with boiling or nearly boiling 
water have contributed incalculably to the public 
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health of China, by reducing the incidence of un- 
recognized water-borne infections. Bodily clean- 
liness or adequate housing hold in check numerous 
diseases, to the benefit of the public health, and 
may rightly be regarded as hygienic and preven- 
tive measures. But they can hardly be thought 
of as elegant, precise, or as exactly specific as 
measures based upon scientific etiological knowl- 
edge. Etiological knowledge more than anything 
else provides the most effective basis of preven- 
tive medicine and public health. When we know 
exactly what causes a disease, we can be sure of 
the success of a preventive service built upon that 
knowledge. 

What forecast can be made for public health 
services that do not yet possess exact etiological 
knowledge? We do not know the cause of schizo- 
phrenia. We do not know the cause of manic- 
depressive insanity. The two compose a large 
fraction of the more disastrous and demanding 
cases of mental disease. In my opinion it will 
be extremely interesting to watch the progress of 
public health measures applied to diseases of whose 
precise cause we are ignorant. Because of this 
ignorance I would add caution but not subtract 
hope. 

Starting as we are, with the obvious handicap 
of ignorance of causes, I would thoroughly approve 
of the measures Dr. Felix has outlined for the 
support of teaching psychiatry to medical students, 
nurses, and psychiatric social workers and strength- 
ening the training of clinical psychologists. Im- 
proving the care of persons already mentally ill 
forms a reasonable part of a public health pro- 
gram, and the same is true of exploring the pos- 
sibilities of community services organized to reduce 
emotional strain and mental disease. 

But I would draw attention to another imme- 
diate and feasible activity of the greatest impor- 
tance in testing both empirical and scientific pro- 
cedures. A federal public health service offers the 
best machinery for extending and refining our 
records of the incidence of every form of mental 
disorder. If we neglect the task of securing ade- 
quate knowledge and dependable statistics of mental 
disease, we shall have after a few years no con- 
clusive evidence of the value of empirical procedures 
and no helpful information to stimulate scientific 
inquiry. I would as soon organize a big business 
without an accounting system as fail to develop 
accurate knowledge of the incidence of mental 


disease as part of a program in mental hygiene. 
Only so can we test and, I hope, prove the value 
of funds spent to reduce that incidence. If we 
don’t know the etiology of all forms of mental 
and emotional disorders, the only comparison con- 
trol for empirical efforts must be the state of 
affairs before we started. 

One other warning. There is, and is going to be, 
increasing pressure on our medical schools to take 
more medical students. With underpaid teachers 
and limited equipment, space, and facilities, any 
considerable increase in undergraduate students 
will encroach seriously on our ability to give 
adequate training to graduate students—the one 
dependable source of teachers and investigators for 
the future. In the absence of adequate graduate 
training, our young graduate students will be drawn 
off to private practice. At least only those with 
superhuman sagacity will have the wisdom to con- 
tinue their training in circumstances obviously dis- 
advantageous. And so the seed corn for what psy- 
chiatry could be—our future teachers and investiga- 
tors—may suffer grave losses. 

Obviously the greatest hope of psychiatry lies 
in research. It will, I expect, be a long hard task 
to find the causes of most mental diseases—the 
causes on which prompt and effective prevention 
can be exactly built. Dr. Felix is wisely modest 
and modestly wise in spreading much of the re- 
search funds available to the National Institute of 
Mental Health over a wide range and a large 
number of investigators. But I believe in what has 
been called “the fertility of aggregates’—the in- 
creased productivity of superior individuals when 
they can stimulate each other in close and effective 
association. The time may come sooner than we 
think when those who have shown themselves ab- 
solutely competent and trustworthy to use research 
grants can be brought together in a few clusters 
of extraordinarily effective investigators, even if 
such centers cost large amounts of money and oc- 
casion interminable choruses of envy and criticism. 

Let us then be patient, keep hard at work facing 
our opportunities and the obligations of the public 
trust which Dr. Felix has outlined and for which 
he solicits the best we can give in cooperation. 
What he has outlined is not so much a state of 
being—it is a process of becoming. He has given 
us not so much a blueprint as a moving picture. 
And the end of this enormous effort is not yet. 
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RESEARCH AND ITS SUPPORT UNDER THE NATIONAL MENTAL 
HEALTH ACT* 


LAWRENCE C. KOLB, M. D.,? Wasuincton, D. C. 


It is fitting that a symposium on the objec- 
tives and first achievements of the National 
Mental Health Act be presented at this time. 
My report and those of my associates repre- 
sent, essentially, statements on the outcome 
of a decade of planning and action to provide 
the assistance of the Federal government in 
attacking the vast problem of mental illness. 
In his 1938 report the Surgeon General of 
the United States Public Health Service 
stated that mental diseases constituted the 
most important public health problem to 
the people of this country at that time. Im- 
mediately following publication of this re- 
port, plans were initiated which led eventually 
to the passage of the National Mental Health 
Act of 1946 and to its activation during the 
past 3 years. 

The soundness of the early basic plans and 
recommendations concerning the course to 
be pursued by the U. S. Public Health Ser- 
vice in stimulating an attack upon the mental 
health problem of the country is apparent 
as one reviews the present operation of the 
National Mental Health Act. Yet it is also 
of interest to note the modifications that 
were introduced into the early plans con- 
cerning support of research and the changes 
in emphasis in regard to the disciplines which 
might contribute and the types of studies 
which might be pursued since the first ad- 
visory committees met. 

In December, 1940, an advisory committee 
on nervous and mental diseases met with 
the Surgeon General and his associates. This 
Council recommended Federal support for 
investigations pertaining to mental diseases. 
The discussion emphasized not only the need 
for the establishment of a Federal institute 
for research but, also, the need for a grant- 
in-aid program to provide support to non- 
Federal institutions, hospitals, and physicians 


1 Read at the 105th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, 
May 23-27, 1949. 

2 Research Projects Director National Insti- 
tute of Mental Health, U. S. Public Health Service. 


throughout the country to stimulate investi- 
gations relating to mental disease. It was 
pointed out that a Federal service alone would 
be in a position to conduct long-term studies, 
if necessary over several generations, which 
might shed light on the etiology, course, and 
treatment of chronic mental illnesses, that 
epidemiological studies were properly the 
function of the Federal government, and 
finally, that support from private funds for 
this important field had proved inadequate. 
At that meeting interest was focused on the 
biological approach to the causation of men- 
tal diseases while considerably less weight 
was given to the possibilities of psychologi- 
cal investigation. Little mention was made 
concerning the contributions which social 
science investigations might make to under- 
standing mental disease. 

In May, 1940, the Council of The Ameri- 
can Psychiatric Association endorsed the 
recommendation of the Surgeon General of 
the U. S. Public Health Service for the 
establishment in the Public Health Service 
of an institute for the study of mental and 
nervous diseases and urged the authorities to 
take appropriate action for the establishment 
of such an institute. 

The immediate exigencies of the war led 
to the postponement of these early plans. 
However, after the cessation of World 
War II, a group of consultants met with 
the Surgeon General and the Chief of the 
Division of Mental Hygiene and again pro- 
posed a Federal program for supporting re- 
search on mental disease. After a lapse of 
6 years, the contribution of the social sciences 
to psychiatric investigation was now stressed 
and the need defined for a more diversified 
attack on the sources of mental disease. 

The research program developing under 
the provisions of the National Mental Health 
Act is proceeding along 3 broad avenues. 
First is the support of research projects 
initiated by individuals and _ institutions 
throughout the United States and presented 
for consideration to the National Advisory 
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Mental Health Council and its technical sub- 
committee, the Mental Health Research 
Study Section. The Council, with the assis- 
tance of the Research Study Section, re- 
views research programs submitted to the 
Public Health Service and recommends to 
the Surgeon General support for projects 
that show promise of making valuable con- 
tributions to human knowledge with respect 
to psychiatric disorders. The Council is also 
authorized to collect information on studies 
being carried on in the field of mental health 
and to make such information available 
through appropriate publications to health 
and welfare agencies, physicians, or any other 
scientists, and the general public. 


senting a wide variety of disciplines. It has 
representatives from the biological fields 
of chemistry, pathology, physiology; the 
clinical fields of psychiatry, neurology, medi- 
cine, surgery, and pediatrics ; and the social 
science fields of anthropology, sociology, 
and psychology. Doubts were expressed by 
some when this committee was first formed 
as to whether a body representing so many 
diverse viewpoints of science and consisting 
of such a large number of members could 
function efficiently. The work performed 
by the Research Study Section in the initial 
3-year period dispels these earlier question- 
ings. The extent of the work done and the 
breadth of the research program developed 


TABLE 1 
Fiscal years 
1947 1948 1949 
Projects No. Sum No. Sum No. Sum 
Received .......... 76 $1,101,361 04 $1,105,525 70 $1,059,389 
Approved ......... 28 271,639 27 314,870 25 330,494 
Terminated ........ 2 0 2 


Secondly, a research fellowship program 
has been instituted to provide aid to young 
investigators in obtaining additional and spe- 
cialized training. 

Thirdly, Federal participation in the re- 
search program is provided by authorization 
of the construction of the National Institute 
of Mental Health. Each of these aspects 
of the research program will be described. 

Research Grants-in-Aid.—Those _proce- 
dures and policies which have been developed 
to facilitate the review of the requests for 
grants-in-aid for research presented to the 
Public Health Service in relation to mental 
disease during the past 3 years deserve fur- 
ther comment. The Mental Health Research 
Study Section has as its function the review 
of applications for research grants-in-aid 
and the initiation of any research project 
deemed particularly worth while. This study 
section was organized in 1947 under the 
chairmanship of Dr. John Romano. In con- 
trast to research study sections of other 
Advisory Councils of the Public Health 
Service, which are concerned with the re- 
search in other spheres of medicine, the 
Mental Health Research Study Section has 
a larger number of members (20) repre- 


and now being supported through the activi- 
ties of this committee is presented in Table 1. 

The large number of applications sub- 
mitted in the brief span of 3 years demon- 
strates that no dearth of ideas exists in 
regard to psychiatric investigation. On the 
other hand, the fact that only a third of the 
applications submitted were considered meri- 
torious enough to warrant recommendation 
for support by the National Advisory Men- 
tal Health Council does show weakness in 
terms of available and competent investiga- 
tors, appropriate techniques, and facilities 
for undertaking the studies proposed. 

Analysis by categories of the applications 
submitted makes evident the extensive cov- 
erage of subjects in which investigation 
related to psychiatric problems is being 
planned and pursued. The subjects range 
through anatomy, anthropology, biochem- 
istry and metabolism, electroencephalog- 
raphy, genetics, preventive methods, pathol- 
ogy, personality development, physiology, 
psychosomatic medicine, psychology, soci- 
ology, and therapy. 

The largest concentration of approved 
grants, 10 in number, falls in the field of 
psychology. Nine grants, respectively, have 
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been made for psychophysiological and neu- 
rophysiological studies, 9 for various ther- 
apeutic investigations, and 8 each in the fields 
of personality development, psychosomatic 
disorders, and social psychology. The ma- 
jority of the grants-in-aid have been made to 
teams working under the direction of a 
physician. Nine grants have been made to 
clinical psychologists and 2 to psychiatric 
social workers. 

Sufficient funds have never been available 
to support the total number of projects con- 
sidered meritorious by the Advisory Council. 
At the present time 31 approved projects 
amounting to a total request of $377,272 
remain uninitiated for this reason. 

From time to time the question has been 
asked as to whether the research committee 
has selected certain areas of study as being 
of the highest priority. Similar questions are 
asked in regard to the research program to 
be developed under the auspices of the 
National Institute of Mental Health. This 
problem was placed before the Research 
Study Section at its earliest meeting and has 
also been discussed in the National Advisory 
Mental Health Council meetings. In these 
discussions, no less than 20 different areas 
of investigation have been mentioned as 
meriting priority. Nevertheless, a number 
of the members expressed outright the opin- 
ion that a priority listing of investigative 
areas should not be considered at this time, 
and no semblance of consensus for considera- 
tion of priority of support could be reached. 

Some might state that the failure of the 
committee to agree that one or another 
area of investigation should have priority 
expresses a lack of decisiveness in regard 
to investigative opportunities in the field of 
psychiatry. However, it is doubtful that the 
way of a developing science has ever been 
along fixed and clearly predetermined paths. 
The committee has always supported the 
philosophy that any project should be con- 
sidered solely on its merit; the merit to be 
determined on the competence of the in- 
vestigator, the facilities available to him 
for carrying out the proposed plan, the de- 
lineation of the hypothesis to be tested, and 
the precision of the methodology outlined. 

In addition to its activities in reviewing re- 
search grants, the National Advisory Mental 


Health Council, through the study section, 
has also made a beginning in its second func- 
tion of initiating projects and collecting in- 
formation on studies being carried on in 
this field. Recommendations have been made 
for a survey of current active research relat- 
ing to mental disease. The survey would 
cover not only projects strictly relating to 
psychiatry, but also projects in the socio- 
psychological and anthropological disciplines 
which contribute to our understanding of 
mental health or disease. Secondly, it has 
been recommended that a series of research 
conference groups be supported over a 
period of years. These conference groups 
would have as their purposes the free inter- 
change of knowledge between various in- 
vestigators and the encouragement of the 
pursuit of new leads. The initial series of 
conferences are to be concerned with psycho- 
surgery; the proceedings to be published 
under the auspices of the National Institute 
of Mental Health for distribution to inter- 
ested workers. 

Research Fellowships.—The research fel- 
lowship program appears to be less well 
known to the membership of The American 
Psychiatric Association than the research 
grant-in-aid and the training grant-in-aid 
programs. During the several years of opera- 
tion of the fellowship program, 39 research 
fellowship appointments in this field have 
been made by the Surgeon General. Twenty- 
four are now active. Again, it is evident that 
the emphasis on investigations as applied to 
psychiatry is broad. Of the 24 active fellows, 
4 are principally concerned with studies di- 
rectly related to clinical psychiatry, 2 in 
neurology, 7 in psychology, 7 in neuro- 
physiology, 1 in biophysics, and 3 in bio- 
chemistry. 

The Research Study Section has recom- 
mended that special consideration in award- 
ing of fellowships be given to individuals 
desiring further training in investigative 
techniques in disciplines other than those 
in which they were originally trained. 

Research Branch of the National Institute 
of Mental Health—rThe third avenue of 
the research program initiated with the pas- 
sage of the National Mental Health Act is 
the development of the Research Branch of 
the National Institute of Mental Health. 


ll 
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Planning for the construction and staffing 
of this research activity has been pursued 
during the past 2 years. The original plan 
for the National Institute of Mental Health 
called for a separate structure. However, 
during 1948 Congress appropriated a sum 
of money to build a clinical center in relation 
to the National Cancer Institute, National 
Heart Institute, and other Institutes of the 
Public Health Service. It was decided that 
the clinical and laboratory facilities for the 
various Institutes should be congregated into 
a single clinical facility which will be known 


plans for this structure and its eventual 
staffing represent in themselves experi- 
mental approaches and, therefore, are of 
more than passing interest. 

The Clinical Center is to be constructed 
in the form of a Lorraine cross, the central 
block to contain the clinical areas; and the 
six wings, the laboratory areas. The archi- 
tect’s sketch of the north exposure is shown 
in Fig. 1 

Of particular importance in the planning 
of the central block is the use of the double 
corridor plan (Fig. 2). This plan, which 
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in the future under the title of the Clinical 
Center of the National Institutes of Health. 

Construction of the Clinical Center of the 
National Institutes of Health commenced 
in August of 1948 on a plot of land in Be- 
thesda, Maryland. This structure will have 
bed space for 500 patients and extensive 
laboratory space. One-hundred and fifty 
beds and 100,000 square feet of laboratory 
space will be devoted to the activities of the 
Research Branch of the National Institute of 
Mental Health. 

Much assistance in the specialized planning 
for the Research Branch of the National 
Institute of Mental Health has been provided 
by members of this Association acting as 
consultants to the Public Health Service. 
Certain details concerning the architectural 


requires air-conditioning throughout the 
building, makes possible the use of the cen- 
tral section for nursing services, therapeutic 
rooms, various utility and housekeeping 
rooms. All rooms on the southern exposure 
can then be used for patients, and those on 
the north for laboratory spaces. These lab- 
oratory spaces are thus immediately ad- 
jacent to patient areas and will prove highly 
useful for clinical-laboratory research. On 
the psychiatric floors such spaces will allow 
the development of adequate interviewing 
rooms often so lacking in modern psychiatric 
hospital construction. 

In the 13-floor central structure the sec- 
ond, third, and fourth floors with bed ca- 
pacity of 100 will have specialized arrange- 
ments for closed psychiatric nursing units. 
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This arrangement is shown in Fig. 3. The 
fifth floor, with bed capacity of 50 patients, 
will be arranged in the standard 2-bed nurs- 
ing unit (Fig. 4) being utilized in the other 
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(physical therapy) are to be located in the 
5-story southwest wing immediately adjacent 
to the psychiatric clinical floor areas. The 
administrative unit and the outpatient area 
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clinical areas for psychiatric and neurological 
patients who require only ordinary hospital 
facilities. 

The ancillary therapeutic units of rec- 
reational, occupational, and physiotherapy 


for the Institute will also be housed on the 
lower floors of this wing. The large outside 
area in the southwest angle of the Clinical 
Center is planned as a recreational section 
for restricted patients. 
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The clinical accommodations represent an 
attempt, on a moderately large scale, to 
house severely disturbed patients in a gen- 
eral hospital for long-term study and treat- 
ment. Visual segregation is to be afforded 
by the horizontal separation of floors and 
auditory segregation through the use of 
sound-proofing. If this type of construction 
proves successful, the future planning of 
psychiatric units may be materially modified. 

There will be ample provisions for audio- 
visual recordings of human behavior. The 
development of excellent equipment of this 
type over the past Io years now makes it 
possible to record in detail verbal and non- 
verbal action of and between individuals. 

The laboratory spaces are to be constructed 
on the module principle with movable steel 
partitions, which have been used with suc- 
cess in laboratories constructed for indus- 
trial research. Thus, laboratory spaces may 
be expanded or contracted at any time as 
required for the particular experimental 
project in operation. The use of the movable 
steel partition will also be tried in certain 
partitions of the psychiatric nursing units. 


The opening of the Clinical Center of the 
National Institute of Mental Health is not 
expected before 1952. A gradual develop- 
ment of the clinical and scientific staff is 
envisaged so that complete occupancy of this 
structure will not be attained in less than 
5 or 6 years thereafter. Through this grad- 
ual growth, it is hoped to bring together a 
strong and talented staff. In accordance with 
the recommendations of the Public Health 
Service consultants, the research program in 
the National Institute of Mental Health 
will be miultidisciplined. The fellowship, 
training grant, and inservice training pro- 
grams developed in connection with the Na- 
tional Mental Health Act are expected to 
produce the younger men who will participate 
in the activities of the Institute in the future. 

The National Mental Health Act has pro- 
vided a strong impetus to investigations 
relating to mental disorder since its activa- 
tion 3 years ago. The progress reported 
here gives high promise of meeting the 
expectations of the early progenitors of this 
Act, many of whom, it is a pleasure to ob- 
serve, are in attendance at this symposium. 
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MENTAL HYGIENE IN PUBLIC HEALTH PROGRAMS * 
HENRY C. SCHUMACHER, M.D.,? San Francisco, Catir. 


In the Statement by International Com- 
mission, International Congress on Mental 
Health, London, August, 1948, on page 29, 
appears the following: 


Mental health services include all those provi- 
sions which a society makes for the prevention and 
alleviation of mental disorders and the personal and 
social disturbances that those disorders bring in 
their train. 


This broad definition encompasses all phases 
of a mental health program. Effectively to 
carry out such a program requires not only 
the cooperative efforts of those profession- 
ally concerned with it but knowledge and 
acceptance of the principles of mental health 
by the public generally. 

The problem posed now is, how can men- 
tal health services become an integral part of 
public health, which operates primarily in 
the preventive field. Prevention must, how- 
ever, not be too narrowly defined. The pre- 
vention of ill health may be achieved by spe- 
cific measures that protect the individual 
from contracting a disease. This is a too 
sharply limited definition, for preventive 
measures also include the prevention of dis- 
ability through early recognition and treat- 
ment of a disorder already established, to 
prevent both more serious disturbance in the 
individual and its spread to others. Implicit 
or explicit in every program for prevention is 
some conception of the nature and cause of 
the problem. Prevention means that some- 
thing is kept from happening which might 
otherwise have happened. Now, generally 
speaking, mentally unhealthy states are due 
to disturbances in interpersonal relationships. 
To be sure, many factors are causative of 
such disturbed relations. For children in 
particular, parent-child, child-child, teacher- 
child, and community (culture)-child con- 
flicts are most important. 

One of the earliest organized agencies to 
work in the field of prevention was the child 


1 Read at the 105th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, 
May 23-27, 1049. 

2 Medical Director, Public Health Service. 


guidance clinic. It may be well to recall that 
the demonstration child guidance clinics in 
the early twenties of the present century were 
administered by the Division for the Pre- 
vention of Delinquency of the National Com- 
mittee for Mental Hygiene. It was not sur- 
prising, therefore, that, when federal grant- 
in-aid money under the National Mental 
Health Act became available, clinic activity 
and particularly child guidance clinic activity 
should be stressed by many professionally 
interested individuals. However, over the 
years since their original establishment, the 
child guidance clinics have come to empha- 
size treatment at the expense of more pre- 
ventive work. 

Since most of the mental health authorities 
were Departments of Public Health, many 
of the health officers wondered just how the 
presently developed clinic pattern could fit 
into a preventive mental health service. They 
did not question the worthwhileness of the 
treatment emphases for the comparatively 
few who could be given service in such 
clinics. Rather they questioned whether there 
was not some way in which the doctors, 
nurses, social workers, teachers, and through 
them the parents, could be given help which 
would benefit large numbers. 

Since this phase, the preventive, in the 
total program of mental health service is a 
relatively recent one, it is quite understand- 
able that experimentation, some sound and 
productive, some unsound in concept and 
operation, has been and will be going on for 
quite some time to come. Certainly even 
today after several decades of extramural 
clinical treatment activity, there is still much 
to be learned. Witness the present concern 
about short-term therapy and group therapy, 
to give but two examples. 

In this new field the first problem that 
confronts one relates to the education of the 
personnel who will carry out the preventive 
program. How best can health officers, 
doctors, nurses, teachers, and others acquire 
meaningful knowledge and understanding 
of their own behavior and that of others? 
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In health departments, both at the state and 
local levels, there are some _ instructive 
approaches to this problem under way. The 
more enlightened leaders saw the necessity 
first of all of devising ways and means to 
carry along the administrative staff. This 
they knew was good administrative pro- 
cedure in order to get any new program 
properly started. But in this field they did 
not have the advantage of trained subordi- 
nates. Regardless of how well trained the 
health officer, the clinicians, and the nurses 
might be in administration, organic medicine, 
and nursing respectively, they lacked sound 
mental hygiene knowledge and most of all 
an appreciation of the effects of their atti- 
tudes and feelings and those of the patients 
as expressed in their interpersonal relation- 
ships. Not always, moreover, have the psy- 
chiatrists attached to the staff fully appre- 
ciated this need to deal first of all with the 
administative staff. But even when appre- 
ciated there were no well-established patterns 
of procedure. Many psychiatrists felt that 
the establishment of clinics would offer the 
opportunity through case discussion. There 
is value in this, particularly for imparting 
knowledge relating to the psychodynamics of 
the case discussed. But, as many child gui- 
dance clinic workers have learned from their 
experience with referring agency workers, 
it fails to come to grips with the attitudes 
and feelings of those attending the confer- 
ence ; so that although the individuals attend- 
ing the case presentation learned something 
about the case, this knowledge would not 
necessarily make much change in them as 
persons, and would therefore not greatly 
affect their future handling of attitudes and 
feelings in others. Then, too, the case pres- 
entation method involves other difficulties. 
One of these grows out of the way the case 
is presented, which, quite naturally, is from 
the viewpoint of the function of a treatment 
center and a teamwork approach. Another 
weakness of this type of teaching is that it 
may easily make the novice in things psy- 
chiatric feel inferior to the point that he 
comes away feeling that only the psychiatrist 
can work in this field and that there is no 
place whatsoever for the usual health de- 
partment personnel. Unfortunately, too, 
many of the state and local health depart- 
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ment operated clinics are not housed in the 
health departments, and the staffs do not 
come to be an integral part of the health 
departments. There is, therefore, not the 
kind of identification with the function of a 
health department which makes for empathy 
and rapport so essential in working with 
attitudes and feelings in others over a con- 
tinuous period so as to permit personality 
growth to take place. Leaders in the clinic 
field have come to see the need for the staff 
to spend time working directly in the health 
department, that is, in its various depart- 
ments of activity. This, for example, may 
take the form of seminars for administrative 
personnel. Here through group discussions, 
e.g., Of administrative and personnel prob- 
lems, the members become aware of their 
attitudes and feelings and how these affect 
others in the group. They come to see the 
value of more democratic staff relationships, 
and that value expressed in better esprit de 
corps, a better morale, in easier, more whole- 
some working relationships. Another ap- 
proach on a broader base, namely, to give 
the health officer also actual experience with 
patients, through interviewing, was exempli- 
fied in an institute held this past summer 
for health officers sponsored by the State of 
California Department of Health aided by 
a grant from the Commonwealth Fund. A 
follow-up indicates that excellent results 
were achieved. Many of the health officers 
came to see the place and role of psychiatric 
personnel in their programs and have already 
added, or are willing to add, such psychiatric 
personnel when available. They are working 
more cooperatively with other mental health 
agencies in their communities. And, of 
course, their staffs report much smoother 
and more integrated staff activities. In pass- 
ing it should be mentioned that these health 
officers see the need for whatever psychiatric 
personnel is added, engaging first of all in 
administrative staff teaching before under- 
taking a continuous teaching program of the 
field workers. There is neither the time nor 
the need to go into detail about the oppor- 
tunity in a health department for rendering 
mental health service. As physicians and 
psychiatrists you are all keenly aware of 
the values of work well done in prenatal 
classes, well-baby conferences, and in clinics 
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for handicapped children, tuberculosis, and 
yenereal disease, etc. 

Obviously the aim is not to make the 
clinicians and nurses working in these clinics 
into psychiatrists, psychiatric social workers, 
or psychiatric nurses. Rather the object is 
to have them come to a realization of the 
place of feelings and emotions in the lives 
of people and how to handle them con- 
structively both in themselves and the pa- 
tients. This does imply that in the process 
they do learn about family relationships, 
culture conflicts, the meaning of illness, and 
other factors causative of emotional warping 
and upheavals. 

Since health, welfare, and education can- 
not be separated, this type of procedure, 
mutatis mutandis, is just as applicable in 
working with schools and social agencies. 
In fact, many of the leads for successful 
work with public health staffs have come 
from the work done by consulting psychi- 
atrists on the staffs of social agencies. Here 
again it is well worth while to direct atten- 
tion to the need to identify with the function 
of the agency, be it social welfare agency or 
school. The primary object, too, remains 
the same, namely, to help the social worker 
or the teacher see the role he is playing and 
how his attitudes and feelings are involved 
in his relationship with the client or the 
pupil as the case may be. Need it be empha- 
sized that, particularly in relation to the 
school, the administrative staff receive the 
same consideration as found so necessary in 
health departments ? 

In many of the smaller communities leader- 
ship in, and provision of, mental health ser- 
vice is coming from the health officer and 
his staff. In larger communities there are, 
and undoubtedly will continue to be, activi- 
ties in this field under several auspices. 
Already one is seeing the health officer as 
the person who is bringing about a better 
integration of all the services available. 
Then, too, the health officer, because of his 
training in epidemiology, is becoming in- 
creasingly aware of the need to interest 
himself in those factors which play a part 
in producing emotional disturbances. He 
is interesting himself in housing, neighbor- 


hood conditions, attitudes to minorities, 
schooling, recreational facilities, relation- 
ships between the sexes, work opportunities 
and industrial relationships, unemployment, 
and old age problems—all factors in inter- 
personal relationships which when disturbed 
bring about emotional crises. 

In summary, it can be said that 46 states 
carried on some activity under the terms of 
the Act in 1947, 24 of these states having 
had no program in the designated state 
agency prior to 1947. At the present time 
all but 2 states have some type of program 
in operation. In fiscal 1948, 61% of the 
funds budgeted for all purposes were allo- 
cated for clinic operation both for clinics 
supported and operated by state mental 
health authorities and for those financially 
supported, but not operated, by state mental 
health authorities. In 34 states 103 clinics 
were either establishd or expanded. This 
trend is continuing as personnel is becoming 
more available. Sixteen per cent of the funds 
were allocated to professional services, 11% 
to training mental health personnel, 3% to 
central administration, 1% to special studies, 


and only 8% to preventive and educational 
activities. 
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TRAINING AND ITS SUPPORT UNDER THE NATIONAL MENTAL 
HEALTH ACT* 


SEYMOUR D. VESTERMARK, M.D.,? Wasuincron, D. C. 


The passage of the National Mental 
Health Act in 1946 was indicative of a 
trend toward public acceptance of responsi- 
bility for dealing with problems which affect 
society as a whole. The fear and anxiety 
which were frequently focused upon the 
mentally and emotionally disturbed in the 
past are giving way to sympathy and a de- 
sire that the victims of such illness shall 
receive care comparable to that given to pa- 
tients with physical illnesses. This has re- 
sulted in a redoubling of our efforts to 
provide not only adequate treatment of the 
mentally ill but to stimulate the further 
development of a positive program of pre- 
vention. 

Practical measures to meet this growing 
public demand for improved services are 
seriously handicapped, however, by the acute 
shortage of trained personnel. If we are 
ever to prevent the inexorable flood of 
mental illness from rising year in and year 
out ; if we are ever to have adequate mental 
health facilities available to all people in all 
sections of the country, greater numbers of 
persons must be recruited and trained in the 
mental health specialties. We need literally 
additional thousands of psychiatrists, psy- 
chologists, psychiatric social workers, and 
psychiatric nurses to staff our existing facili- 
ties adequately, and the various estimates 
that have been made of future personnel 
needs all run into tens of thousands. Train- 
ing plans must, therefore, be a basic priority 
in any program to raise the national level 
of mental health. 

This fact was fully recognized by the 
Congress of the United States when it passed 
the National Mental Health Act and thus 
launched this country upon a broad program 
designed to improve mental health. The 
National Mental Health Act took cognizance 


1 Read at the 105th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, May 
23-27, 1949. 

2 Chief, Training and Standards Branch, National 
Institute of Mental Health, Public Health Service, 
Federal Security Agency. 


416 


of the serious lack of specialized personne 
by specifically providing: for “the training 
of personnel in matters relating to mental 
health.” In this communication therefore 
I shall give an account of the objectives 
of the training programs which are being 
developed under the sponsorship of the 
Public Health Service; outline the develop- 
ment of these programs in the various men- 
tal health disciplines presently supported by 
the Act; and describe the accomplishments 
since 1947, the year the first Federal funds 
were appropriated. I shall, also, mention 
certain points that merit consideration in the 
development of the program in the future. 

During the short time the training pro- 
gram has been in operation, one paramount 
fact has arisen, namely, the dire need for 
persons who can teach and supervise the 
training of students in the mental health 
specialties. There is a lack of qualified 
teachers even in schools and _ institutions 
that are giving what may be considered ade- 
quate training. Many departments are labor- 
ing under heavy teaching burdens with staffs 
of only 2 or 3 persons. These staffs some- 
times do not have enough time to give stu- 
dents meaningful supervised instruction or 
experience, let alone to discuss with them the 
personal problems that arise in connection 
with training in this field. Many more per- 
sons interested in teaching must be located 
and trained if adequate education is to bk 
provided for both the undergraduate and 
the graduate student. 

The National Mental Health Act is serv- 
ing as a stimulus to overcome this lack of 
skilled personnel. The quality of the training 
of those who seek training in one of the men- 
tal health specialties should not be sacrificed 
to the expediency of training in quantity. 
I believe you will agree that turning out 
large numbers of inadequately trained per- 
sons is a dubious procedure. 

The preferable approach at this stage is, 
obviously, to assist in the development of 
teaching staffs and training facilities so 
that the training of more personnel will not 
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be accomplished at the expense of quality of 
training. I am happy to report that some 
slight progress has been made along this 
line in the 2 years the training program, 
sponsored by the Public Health Service, has 
been operating. The great majority of those 
persons whose training has been secured 
under the auspices of the National Mental 
Health Act have returned to positions of 
teaching, research, or public service. 

To date, a total of $2,766,776 has been 
awarded to assist training centers in the 
improvement or expansion of mental health 
education and to assist persons seeking spe- 
cialized training. The sum allocated to teach- 
ing centers represents about 70% of all 
training funds appropriated under the Na- 
tional Mental Health Act. These funds have 
been used to employ personnel, both pro- 
fessional and nonprofessional; to purchase 
equipment and other supplies; and for ex- 
penses incidental to the operation of the 
grant. It is recognized that financial assis- 
tance should be continuous in order to at- 
tract teaching personnel and to make certain 
that programs initiated one year may not 
have to be abandoned for the lack of funds 
the next. Consequently, a policy has been 
established to the effect that once a training 
center has been approved by the National 
Advisory Mental Health Council to receive 
a grant, support will be continued provided 
high standards of training are maintained. 

The remaining 30% of training grant 
funds have been used to pay stipends rang- 
ing from $1,200 to $3,600 a year to students 
undergoing graduate training in psychiatry, 
clinical psychology, psychatric social work, 
and psychiatric nursing. Assistance is avail- 
able to provide 4 years of training in psy- 
chiatry and psychology ; and 3 years of train- 
ing in psychiatric nursing and psychiatric 
social work. 

Recommendation of students who are to 
receive stipends is in the hands of the 
faculties of the training centers. The stu- 
dent applies directly to the training center 
of his choice and that center passes upon 
his qualifications. Upon the submission of 
the names of those persons found to possess 
the proper qualifications, they are designated 
by the Surgeon General of the Public Health 
Service to receive a stipend for training in 


one of the mental health disciplines. The 
selection of the person to be trained rests in 
the hands of the centers which will do the 
training, and there is no encroachment upon 
the freedom of the schools as to how they 
shall conduct their educational programs. 
An institution or school receiving a grant is 
free to conduct its training in accordance with 
its established methods of education. 

A breakdown of the training grants and 
stipends awarded in the years 1947-48 and 
1948-49 may be of interest in indicating the 
present extent of this phase of the mental 
health program. During the first year of 
operation, 1947-48, training grants totaling 
$742,369 were made to 59 institutions sub- 
divided among the specialty groups as fol- 
lows: 22 in psychiatry, 18 in clinical psy- 
chology, 10 in psychiatric social work, and 9 
in psychiatric nursing. Stipends to graduate 
students that year totaled $431,010 and pro- 
vided training for 233 persons; 88 in psy- 
chiatry, 41 in clinical psychology, 46 in psy- 
chiatric social work, and 58 in psychiatric 
nursing. 

In the second year of operation, 1948-49, 
training grants totaling $1,003,204 were 
made to 86 institutions; 24 in psychiatry, 
29 in clinical psychology, 18 in psychiatric 
social work, and 16 in psychiatric nursing. 
Training stipends, totaling $590,193, helped 
the training of 276 graduate students ; 77 in 
psychiatry, 52 in clinical psychology, 62 in 
psychiatric social work, and 87 in psychiatric 
nursing. 

The percentage of funds to be devoted to 
each of the 4 mental health disciplines is 
determined by the National Advisory Mental 
Health Council. For the present, the policy 
is to allocate 40% of available funds to 
the field of psychiatry and 20% to each of 
the 3 other disciplines. This distribution 
may be modified as the need arises. The 
feeling that it is desirable to foster as ex- 
tensive training as possible in each of these 
4 fields is based upon the conviction that the 
team approach, the collaboration of psy- 
chologist, nurse, social worker, and psychi- 
atrist, is particularly effective in many as- 
pects of a mental heath program. 

Another aspect of the allocation of train- 
ing grants that deserves mention relates to 
the development of training facilities in areas 
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of the country where they have hitherto been 
lacking. It has been observed that graduates 
tend to locate in fairly close proximity to the 
centers from which they have received their 
training. Consequently, a promising way of 
securing trained personnel for areas which 
do not now have them is to foster training 
centers in those areas. Twenty percent of 
available funds are therefore directed to- 
ward stimulating mental health education in 
sections of the country where it has been 
deficient. The remaining 80% is allocated 
without regard to geographic location to 
those centers which are now equipped to 
train teachers. 

It is particularly important that the entire 
medical profession be well versed in psychi- 
atric principles since it is now generally 
recognized that there is an emotional com- 
ponent to almost every type of physical ill- 
ness and that many mental illnesses manifest 
themselves in somatic complaints. A signifi- 
cant step to provide better psychiatric prepa- 
ration for future physicians was taken this 
year under the training program. Beginning 
July I, 1949, training grants are being made 
to 42 medical schools to develop or expand 
their psychiatric medical training for under- 
graduate students. Eventually, we hope that 
such support can be extended to all medical 
schools that desire it. This program is unique 
in that assistance is to be provided for a 
3-year period, thus giving continuity to what- 
ever programs the participating schools de- 
velop and relieving them of the anxiety which 
results from the uncertainty of a year-to- 
year appropriation. It is hoped that in time 
this principle of forward financing can also 
be extended to the graduate level of training. 
At present, $1,500,000 has been allocated to 
the 42 medical schools recommended for 
undergraduate training grants by the Na- 
tional Advisory Mental Health Council. 
These grants will be made to each school in 
sums not to exceed $37,500 over the 3 years 
from July 1, 1949 to June 30, 1952. The 
benefits of improved psychiatric training of 
medical students will not, of course, reach 
the public until these students become practi- 
tioners. In the meantime, considerable ef- 
fort is being made to provide psychiatric 
orientation to practicing physicians through 
a series of short intensive courses or insti- 


tutes in psychiatry. Similar courses or insti- 
tutes are being held for psychologists, nurses, 
and social workers. Institutes are usually 7 
to 10 days’ duration and are held under the 
auspices of a university, a state mental health 
authority, or state medical society. Five such 
institutes were held, as a part of the training 
program, in 1947-48, and 3 have been held up 
to the present time this year. 

Although the expansion of training in 
the mental health specialties made possible 
by the National Mental Health Act is en- 
couraging, we cannot escape the fact that 
not for many years will there be a sufficient 
number of persons trained in these disci- 
plines to deal with all the mental and emo- 
tional disorders which arise within our popu- 
lation. Therefore, it is deemed extremely 
important that all members of related pro- 
fessions should possess sufficient psychi- 
atric orientation to enable them to deal di- 
rectly with certain aspects of the mental 
health problem so that, when personnel be- 
come available, individudals needing special- 
ized care can receive it during the early 
stages of their illness. 

Thus far, I have presented, as I see them, 
the highlights of the training program dur- 
ing the first 2 years of operation. From 
the needs and problems which we have en- 
countered, it is possible to delineate some of 
the areas which merit further exploration 
and to consider possible approaches for ex- 
tending the training program in the future. 
Of continued importance in the future, as at 
present, is the preparation of adequately 
trained teachers and supervisors for both 
graduate and undergraduate students. Meth- 
ods should be devised to train more students 
without sacrificing the quality of their train- 
ing. It is not my intention at this time to 
discuss what constitutes a good program of 
training. I raise the problem only to point 
out that re-evaluation and definition of cur- 
rent training programs are needed. 

Various methods for training larger num- 
bers of teachers and thus improving training 
programs have been suggested. One is a de- 
vice known as the “school-leaving fellow- 
ship.” Under this plan, medical schov!s 


would select their best available candidates 
for a training stipend in psychiatry. The 
candidates would be chosen upon their 
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graduation from medical school and, upon 
their completion of an approved internship, 
could enter an institution of their own choice 
for special training in psychiatry. Stipends 
would be paid from training funds ap- 
propriated under the National Mental Health 
Act. The possibility of qualifying for such 
a stipend would be presented to the student 
at the beginning of his 4-year medical course 
so that he could plan his studies with this 
in mind. It would be intended that the 
trainee would return to the area from which 
he came, thus increasing the trained per- 
sonnel in that area. Under the “school- 
leaving fellowship” plan, an additional 100 
to 120 persons would be trained in psychi- 
atry each year. 

A second suggestion centers about a plan 
in which there is an amalgamation of psy- 
chiatric training facilities in certain areas 
of the country. This amalgamation would 
bring into one coordinated system facilities 
for training in clinical psychiatry, in the 
clinical and basic neurologic sciences, out- 
patient experience, psychoanalytic training, 
state hospitals, and mental deficiency. By 
amalgamating and coordinating all the train- 
ing facilities in one area, the graduate stu- 
dent would receive a well-rounded training. 
Representatives of each training facility in- 
cluded in the system would form an executive 
body which would be responsible for the 
development of a curriculum of graduate 
training in psychiatry. Prospective trainees 
would apply to the director of the group 
responsible for their supervision. 

In the field of clinical psychology, a post- 
doctorate program of I to 2 years’ duration 
has been proposed as a means of training 


qualified persons for teaching, research, and 
administrative positions in psychology. It 
is envisioned that this postdoctorate training 
program could be developed in several lo- 
calities by the amalgamation principle I have 
just outlined in connection with the plan for 
training psychiatrists. 

Another training problem that must be 
considered in plans for the future is that of 
giving proper preparation to attendants and 
other psychiatric aides. However, because 
of the paucity of schools for training at- 
tendants and the variation in standards or 
experience in the selection and training of 
such auxilliary personnel, much preliminary 
research and planning must be done before 
it will be possible to move into this area. 

Psychiatric orientation of occupational 
therapists, physical therapists, and other ther- 
apeutic aides represents another aspect of 
the training program which must be explored 
in the future. 

Summing up, the National Mental Health 
Act has provided an important stimulus to 
the expansion and improvement of train- 
ing opportunities in the psychiatric special- 
ties and to the recruitment of large numbers 
of personnel. Although the program author- 
ized by the Act has been in operation only 2 
years, we are now able to see the shape it 
can and should take. In view of the nation’s 
overwhelming need for psychiatric personnel, 
however, we must recognize that the start 
we have made is small indeed. It is, there- 
fore, imperative that we avail ourselves of 
every opportunity for speeding up training, 
for training a vastly increased number of 
students, and for improving the quality of 
training they receive. 
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INTEGRITY IN MEDICAL TESTIMONY * 
HARRY L. KOZOL, M.D., Boston, Mass. 


For some time I have been collecting opin- 
ions about neuropsychiatric and other medical 
expert testimony from lawyers and judges. 
One need spend only a short time in the 
company of a lawyer to hear various criti- 
cisms of medical experts and particularly 
psychiatrists. But how widespread are these 
criticisms? How justified are they? What 
if anything may be done about them? These 
are the questions I had in mind when | 
started on my simple quest. In all, I got 
opinions from lawyers who appeared on 
both sides in 50 cases; and in 25 of these 
I got an opinion from the judge who pre- 
sided at the trial. 

Only 4 of these cases were criminal, 
6 were probate cases involving testamentary 
and dispositional capacity, and 40 were torts 
or so-called accident or personal injury cases. 
In these cases I asked the lawyer on each 
side: (1) what he thought of his own 
medical expert’s testimony, (2) what he 
thought of the opposing medical expert’s 
testimony. With respect to the testimony of 
each witness the lawyers were asked whether 
they considered the witness fair, scrupu- 
lous, and honest on the one hand, or unfair, 
unscrupulous, or even dishonest on the other 
hand. 

The confidential opinions of the lawyers 
in these cases follow: 

The lawyers for the plaintiff, prosecutior., 
or claimant felt that the doctor on the op- 
posite side was at least unfair and in some 
cases dishonest in 54% of the cases, while 
the lawyers for the defendant or respondent 
felt that the plaintiff doctor was unfair or 
even dishonest in 74% of the cases. 

To put things another way, the lawyers 
for the plaintiff felt that half of the medical 
testimony on the opposite side was either 
unfair, unscrupulous, or dishonest, while the 


1 Read in the Section on Legal Aspects of Psy- 
chiatry at the ro5th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, 
May 23-27, 1949. 

From the Neurological Unit of the Boston City 
Hospital and the Department of Neurology of the 
Harvard Medical School. 
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lawyers for the defendant felt that approxi- 
mately three-fourths of the medical testi- 
mony offered in behalf of the plaintiff was 
unfair, unscrupulous, or dishonest. These 
are interesting findings. Regardless of the 
correctness or error of these lawyers’ opin- 
ions, it is regrettable that any situation 
should lead to such a low estimate of the 
fairness or integrity of medical witnesses. 
The lawyers for both the plaintiff and de- 
fendant sides felt that their own doctors 
were fair, scrupulous, and honest in over 
80% of the cases (the plaintiffs in 84% and 
the defendants in 92%). This looks like a 
situation where the pot is calling the kettle 
black. The lawyers for the plaintiffs think 
that 84% of their doctors are honest but 
that 54% of the doctors for the other side 
are dishonest, while the lawyers for the de- 
fendants think that 92% of their doctors 
are honest while 74% of the plaintiff’s doc- 
tors are dishonest. Manifestly, both cannot 
be right, and yet each lawyer had strong 
convictions about the correctness of his 
opinion and was vociferous in expressing 
such. 

It is not difficult to reconcile these strange 
and conflicting opinions. The law seeks to 
peaceably reconcile social conflicts by a proc- 
ess which is in itself a contest. Each side in 
a law case presents its strongest case, and 
justice is supposed to be found somewhere 
between these extremes. It is the business 
of a lawyer to win his case and not to see 
that justice is done. The latter is the busi- 
ness of the judge. So long as the lawyer 
keeps within certain rules, his behavior is 
not subject to criticism. But within these 
rules, however, the trial lawyers have much 
leeway. Even lawyers are alleged to be hu- 
man beings and are motivated by the ego- 
tistic desire to win a conflict and by the need 
to gain a livelihood. In most plaintiff tort 
cases, which make up the bulk of this study, 
the lawyer gets paid only if he wins; and 
the size of his fee is contingent upon the 
size of the verdict. One can hardly expect 
that in such a situation the lawyer will be 
particularly critical of his own witness or 
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be particularly charitable in his evaluation 
of a witness for the side which is seeking 
to deny him his fee and the satisfaction of 
winning the case. However, the defendant 
lawyer also has an interest in winning be- 
yond the egotistic satisfaction of defeating 
a competitor: he is usually representing an 
insurance company or some other financially 
responsible client and, while he will get paid 
for his work in this case regardless of how 
it turns out, if he does not win this case 
and loses too many others he is likely to be 
replaced by some other lawyer. Thus there 
is little psychological difference in the atti- 
tude of the lawyer, regardless of which side 
he is on. 

But how about the doctors in these cases? 
You will note that the plaintiff lawyers felt 
that 54% of the defendant’s doctors were 
unfair or dishonest while the defendant 
lawyers felt that 74% of the plaintiff’s doc- 
tors were unfair or dishonest. Can that be? 
Is there 20% more dishonesty in doctors 
who appear on behalf of plaintiffs than on 
behalf of defendants? Most doctors who 
appear on behalf of a plaintiff are unlikely to 
be paid unless the plaintiff wins even though 
contingent fees are specifically forbidden by 
the code of medical ethics. Where a doctor’s 
compensation depends upon his side winning 
the case, it is not difficult to appreciate how 
his interest may affect his judgment. On 
the other hand, defendant doctors often value 
the security of working for insurance com- 
panies where they are paid for their labors 
regardless of the outcome of a case, and 
are eager, therefore, to hold on to these 
sinecures. 

Law in the court is a conflict, and like war 
often results in strange alliances: lawyers 
are not inclined to criticize their own wit- 
nesses regardless of how far a particular 
witness may go, unless that witness injures 
his own side by exhibiting recognizable per- 
jury or gross bias. The plaintiff lawyers 
admitted that in 16% of their cases their 
own medical experts had gone “pretty far” 
or had been “very cooperative” while the 
defendant lawyers admitted the same in 8% 
of their cases. These admissions by some 
lawyers that they knew that some of their 
medical witnesses had been unfair or dis- 
honest are revealing and distressing. These 
are facts, not opinions. 


What did the trial judges think of the 
fairness or honesty of doctors on the witness 
stand? In 13 cases out of 25, or 52%, the 
judge felt that a plaintiff’s doctor had gone 
so far that he was either unfair, dishonest, 
or exceedingly careless about the truth, while 
the same applied to the defendant’s doctor 
in 8 cases, or 32%. Note that while the judge 
was not quite so harsh in his judgments 
as the opposing lawyers, in that he found 
a lesser total of unfairness or dishonesty, the 
difference of 20% between doctors testifying 
for the defense and for the plaintiff was the 
same as appeared from the opinions of the 
trial lawyers. 

Let us look on the positive side of the pic- 
ture. The plaintiff’s attorneys agreed that 
34% of the defendant witnesses’ testimony 
was unimpeachable; and the defendants’ 
attorneys agreed that 22% of the plaintiff 
witnesses’ testimony was equally unimpeach- 
able! The judges felt that 48% of the 
plaintiff witnesses were honest and fair and 
that 68% of the defendant witnesses were 
the same. 

Even if there was no agreement on the 
exact amount of unfair or dishonest testi- 
mony there was general agreement as to 
the nature of what lawyers and judges con- 
sidered unfair, unscrupulous, or dishonest 
testimony. 

On direct examination, under the guidance 
of the lawyer on his own side, the witness 
may give a diagnostic opinion which is 
grossly and palpably inaccurate and recog- 
nizably dishonest. He may further include 
possibilities in his diagnosis when in law he 
is permitted only to include probabilities. 
Thus, in testifying on the probable sequelz 
to head injury he may mention “epilepsy,” 
an horrific word to a jury and one which 
carries much weight, when in fact the 
development of posttraumatic epilepsy is 
merely a remote statistical possibility. If a 
physician cannot testify in terms of prob- 
ability he is of no value to his side whatever, 
because the law will not permit direct evi- 
dence to go in on the basis of possibility, as 
anything is possible, and the plaintiff could, 
therefore, recover under any circumstance. 

Particular criticism of medical witnesses 
has derived from their behavior under cross- 
examination. This part of the process of 
presenting evidence to the court gives the 
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lawyer his chance to attack his opponent’s 
case and the witness an opportunity to 
demonstrate his fairness, reasonableness, 
and scrupulousness. The witness who is 
evasive and argumentative, who tries to give 
a lecture instead of an answer, who seeks 
constantly to reinforce assertions made by 
him in direct examination creates a poor 
impression. He betrays his strong interest 
in the outcome of the case, and his integrity 
is rightly suspected. Although in most trials 
a witness is called by one side and is thus 
in fact a partisan, he should strive to abide 
scrupulously by his oath: to tell the truth, 
the whole truth, and nothing but the truth. 
All other considerations should be cast aside. 
The witness who is grossly partisan is often 
extremely emphatic and positive, and often 
arrogant if not truculent. Such a witness is 
unwilling to concede any limitation on the 
correctness of his opinion, any possibility 
that alternatives exist or that he might be 
wrong in his view. Contrast the behavior 
of those physicians who were recognized as 
being fair and honest. They listened at- 
tentively to questions, answered to the point, 
were not argumentative, did not act as 
though they had to win the case for their 
side and, most important of all, were willing 
to concede the possibility of conclusions con- 
trary to those presented by them in direct 
examination. The latter was particularly 
manifested when the cross-examining law- 
yer asked the witness to assume the correct- 
ness of some additional fact in reconsider- 
ing the opinion given by him in direct ex- 
amination. 

It is then the positiveness of medical wit- 
nesses which is the crux of the problem. 
No matter how absurd or inaccurate his 
statements in direct-examination, if he is 
willing to amend or alter them under cross- 
examination, he displays a sense of fairness 
which purges his earlier behavior. It is the 
positiveness often coupled with truculent 
arrogance which offends the spectator, be he 
judge, lawyer, or layman, and leads to sus- 
picions of his veracity. Of course, some 
physicians (a very small number, I am sure) 
are dishonest and have no regard for the 
ethics of their calling or the damage they 
bring to the profession. No amount of edu- 
cation, admonition, or even punishment will 


wipe the dishonest ones out of our profes- 
sion any more than such measures have wiped 
dishonesty out of other fields. But I am 
sure, from much experience in the courts, 
that the regrettable allegations of medical 
unfairness and dishonesty on the witness 
stand far exceed the facts as admitted by 
plaintiff and defendant attorneys and by 
some doctors themselves. I think that the 
regrettable and incorrect impressions of un- 
fairness and dishonesty come from mis- 
guided partisanship resulting in stubborn 
positivism. The medical witness, in his ig- 
norance of his rights, privileges, and duties, 
thinks that he must hold fast to the as- 
sertions he has made in direct examination; 
he feels personally challenged, and he is so 
in fact because of the legal method of pre- 
senting evidence. He must first learn that, 
regardless of the attitude of the cross- 
examining lawyer or the coaching of his own 
lawyer, his principal and only responsibility 
is to live up to his oath. That means a 
willingness to make concessions and amend- 
ments as the examination progresses. A 
witness’ responsibility is to the cause of 
truth and justice, not to the side which hap- 
pened to hire him. This is a point of view 
which he is not likely to gain from the law- 
yer who has called him and is interested only 
in gaining victory. 

Most physicians are ignorant of the fact 
that they are under no legal or moral obliga- 
tion to be one iota more positive than the 
strict medical facts warrant. Medical cer- 
tainty is extremely rare, and even medical 
probability is a matter of judgment and 
often a matter of degree. Physicians do 
not agree at professional staff conferences 
and they need not be in absolute agreement 
on the witness stand, but physicians should 
give an exhibition of scientific openminded- 
ness and willingness to entertain the pos- 
sibility of other alternatives. A physician 
may testify that, while a certain situation is 
medically probable, such probability is ex- 
tremely narrow and so close as to be hardly 
more than a possibility. I have stated before 
(1) that the line between possibility and 
slight probability is extremely fine, 1% to 
be exact. Thus 50% is possibility and noth- 
ing more: 51% is already probability, 
Where 


although of the meagrest degree. 
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the difference is so slight should not the 


physician-witness insist the 
degree of probability ? 

The solution lies in the education of the 
physician. He needs to be taught these simple 
essentials; and it would require little time 
or effort. For years the behavior of medical 
experts on the witness stand has been a 
professional disgrace. The fact that most 
expert witnesses are honest makes little dif- 
ference. The important fact is that their 
behavior on the witness stand has led to 
serious criticism by lawyers, judges, jurors, 
spectators, and often by the opposing medi- 
cal witness. Nor is the situation helped any 
by the demand by physicians that the law 


on defining 


be changed with regard to expert testimony. 
Let us mend our own ways first, set our 
own house in order, make sure we are with- 
out sin—and then talk about changing the 
law. Psychiatrists are respected most often 
only when needed, and that almost certainly 
applies to them in the court room. They 
should never forget that when they testify 
they themselves and the profession they 
represent are also on trial. 


BIBLIOGRAPHY 


1. Kozol, Harry L. The neuropsychiatrist and 
the civil law. Am. J. Psychiat., 104: 535, March 
1948. 


| 


ON BEING CROSS-EXAMINED * 
HENRY A. DAVIDSON, M.D.,? Fiemincron, N. J. 


Psychiatry has so many legal implications 
that the psychiatrist can rarely escape fre- 
quent trips to the court house. A young prac- 
titioner who seeks advice on court room con- 
duct is generally told just to tell the truth 
and feel assured that he has nothing to fear, 
cloaked as he is in the armor of virtue and 
truth. Unhappily, it is not that simple. If 
the expert could tell his story in straightfor- 
ward fashion while the court and attorneys 
sat quietly, impressed with his scientific 
qualifications, and humbled by their own 
unfamiliarity with psychiatry, this would 
be easy enough. The plain truth is, however, 
that in most jurisdictions the psychiatrist is 
called by one side or another, and would not 
be called unless it was expected that his 
testimony would be favorable. And for the 
same reason the attorney on the other side 
is not going to let this testimony go unchal- 
lenged. Neither his unfamiliarity with the 
specialty nor his respect for the medical pro- 
fession stops him from seeking to under- 
mine the doctor’s testimony. 

For these reasons, many physicians feel 
insecure in the face of cross-examination ; 
so much so, that some psychiatrists avoid 
going to court at all. But the psychiatrist 
who refuses to testify is often failing a 
patient just at the moment the patient most 
needs him. He is narrowing his own field 
of experience, shrinking from a legitimate 
public duty, and depriving himself of an 
activity which can often be interesting, en- 
riching, and helpful to all concerned. 

All sorts of reasons are given for avoiding 
the court room. It is contended that it ex- 
poses the doctor to humiliation, interferes 


1 Read in the Section on Legal Aspects of Psy- 
chiatry at the 105th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, 
May 23-27, 1949. 

This paper is presented with permission of the 
Chief Medical Director of the Veterans Adminis- 
tration, who assumes no responsibility for the 
opinions expressed or conclusions drawn by the 
author. 

2 Chief, Neuropsychiatric Unit of the Newark 
(N.J.) Regional Office of the Veterans Ad- 
ministration. 
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with his practice, invites him to commit per- 
jury, wastes too much time. Usually these 
are sheer rationalizations. The real reason, 
often unconscious and always unspoken, is 
that the doctor fears he will be embarrassed 
by cross-examination. 

Let us, therefore, look more closely into 
this problem of cross-examination. To set 
some limits, we shall discuss only the two 
commonest situations: criminal cases and 
personal injury actions. For brevity, we 
omit cases involving divorce, wills, contracts, 
and custody of children. 

In a criminal case, the defense psychiatrist 
has been put on the stand because the at- 
torney expects him to testify that the de 
fendant has a mental disease as a result of 
which he did not realize that the act was 
wrong. The district attorney, in cross- 
examination, is likely to take the position 
that the defendant has only “put on an act” 
which fooled the psychiatrist. He will em- 
phasize the fact that a psychiatric diagnosis 
is usually made by the patient’s words and 
actions rather than by objective findings. 
“How do you know he had delusions?” the 
prosecutor might ask. Generally it comes 
down to the fact that the patient told the 
doctor that there was a plot against him or 
that people were looking at him in a sus- 
picious way or something of that sort. The 
cross-examiner will then come back with 
something on this order: “In other words, 
doctor, you find he has a delusion because 
he told you so himself.” This kind of cross- 
examination comes as a shock to the inex- 
perienced witness. He has been trained to 
attach great importance to the history and 
complaints given by the patient, and to his 
behavior and actions. Now a lawyer comes 
along and sneers at that and says, in effect, 
“You're a dupe for taking these at face 
value.” 

Perhaps the best way to handle that is to 
insist that the diagnosis is based on your 
total examination; to point out that the 
patient’s words are inherently consistent 
with a well-recognized psychotic pattern, 
that his behavior fits the same pattern, 
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that his appearance likewise fits the picture, 
and that the totality of these findings, not 
any one of them, spelled out the diagnosis. 
The cross-examiner may now try to break 
these points down one by one. The experi- 
enced witness may admit that any one find- 
ing is insignificant but every time he says 
that he repeats that the combination of the 
fndings and not the separate findings made 
the diagnosis. For instance the cross-ex- 
aminer will ask how the witness made the 
diagnosis of mania. The answer is that it was 
based on euphoria, talkativeness, grandiose 
delusions, and flight of ideas. He then 
asks: does the fact that the patient felt 
happy mean he is insane? After all, numer- 
ous people feel happy much of the time. And 
surely talkativeness doesn’t prove a psy- 
chosis, and so on. If the doctor passively 
agrees that each item is insignificant, he is 
in effect, saying that the diagnosis is based 
on a sum of six or seven ciphers. He will 
want to explain that, while many people 
feel happy, they don’t normally feel happy 
in jail; or at least not as happy as this man 
was; and that, in any event, it was not 
the euphoria which was significant but the 
euphoria in combination with everything else. 

Do not assume that you must answer yes 
or no. The witness always has the right to 
explain what he means, and if the attorney 
insists on a one-word answer, he can turn 
to the judge and say that a simple “yes” or 
“no” would be misleading. His Honor will 
almost certainly tell the doctor to explain or 
amplify. 

Testifying for the state in a criminal 
action, the psychiatrist will probably say 
that the defendant has no psychosis ; or that 
if he does have a psychosis, it has not de- 
prived him of his power to realize that the 
act was wrong. The defense attorney usually 
attacks this testimony on the basis of the 
adequacy of the examination. If the ex- 
aminer spent 14 hours with the patient, he 
will ask if a go-minute examination is enough 
to tell all about a patient’s personality. The 
doctor will have to answer that it is enough 
time in which to recognize a psychosis. If 
he asks whether the witness could swear that 
the man did not exhibit psychotic behavior 
the day before or the day after he examined 
him, the witness will have to concede the 


possibility, but in the same breath, doubt 
the probability. In any event, he is testify- 
ing to the defendant’s condition when he ex- 
amined him. That is all anybody can ask. 

Another area for cross-examination by 
the defense counsel is this. He will perhaps 
describe the gruesome circumstances under 
which the crime was committed and ask 
whether a person with a normal mind could 
do that. Or he will tell about the defendant’s 
underprivileged childhood (or conversely his 
overprotected childhood) and suggests that 
no person who had had that kind of child- 
hood could now be normal. He will quote a 
low I.Q., or evidence of depraved or vicious 
habits, or anecdotes of behavior oddities, and 
ask if all that doesn’t indicate something 
wrong with his mind. He may even have 
unearthed the fact that the defendant was 
once.called a psychopath and ask whether 
“psyche” doesn’t mean “mind” and “path” 
“disease,” therefore “psychopath’ means he 
has a diseased mind. None of these queries 
is difficult to handle. With a little reflection 
the expert can work out the appropriate an- 
swer to each. The trouble is that unless he 
anticipates this line of cross-examination, he 
may be caught off guard, sitting in the gold- 
fish bowl of the witness stand, without time 
to do any reflecting. That is why it is worth 
while to list these common questions; the 
witness can anticipate them and be prepared 
for them when they come. 

Let us turn now to cross-examination in 
personal injury cases. If a psychiatrist has 
been called to the stand by the plaintiff, it is 
because he is prepared to testify that the 
accident caused certain damage to the ner- 
vous system, either mechanically or through 
its emotional impact. Where there is ob- 
vious structural injury the dispute will center 
around the permanence of the damage. This 
kind of cross-examination is not difficult to 
meet, since there will be objective findings to 
support the diagnosis and prognosis. A 
question which may bring grief to the wit- 
ness concerns how many similar cases he 
has seen with this grave prognosis. If he 
says that the present psychosis was caused 
by the head injury, he may be asked whether 
recovery is not to be expected. If he says 
it is unlikely, he may be challenged to cite 
cases in his own experience in which the 
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psychosis was permanent. Here too, if the 
doctor expects this, he will be prepared to 
meet it. 

A different problem arises when the dis- 
order was due to the emotional effects of the 
accident. The expert will be asked how he 
knows the patient really has the psycho- 
neurosis, since objective findings may be nil. 
Conversion reactions are the commonest of 
the traumatic neuroses, and these are the 
disorders where we do have objective find- 
ings like hypesthesias, tubular vision, lost 
pharyngeal reflexes, and the like. Of course, 
a cross-examiner may suggest that these 
symptoms were malingered, but the doctor 
is on safe ground emphasizing that these 
are the classical stigmata of hysteria and 
that malingerers do not usually select just 
these few isolated findings. In the pure 
anxiety reactions following trauma, the 
diagnosis is supported by evidences of the 
anxiety and with an insistence on the psy- 
chiatrist’s special skill in recognizing anxiety 
when he meets it. 

However, the insurance company lawyer 
is not through yet. He has two other lines 
of attack. One touches on the relationship 
between the accident and the neurosis; the 
other concerns the permanence of the dam- 
age. He may present evidences of emotional 
conflict in the patient long before the acci- 
dent: marital discord, worry about his job, 
etc. He will then ask why these could not 
have caused the psychoneurosis. To this it 
may be said that these factors were con- 
tributory, but that the accident was the pre- 
cipitating cause. Otherwise we would have 
to assume a prodigious coincidence, and we 
do not believe in coincidences so extraordi- 
nary as to suppose that a man happened to 
be on the verge of getting an acute neurotic 
reaction anyway, and by coincidence he just 
happened to suffer an accident at the same 
time. 

Perhaps the trial does not come up until 
2 or 3 years after the accident. The patient 
is still in a wheel chair with his hysterical 
paralysis. The defense attorney will re- 
mind the jury of the many healing shrines 
throughout the world, or of the numerous 
successful instances of faith cures. He will 
describe the piles of crutches at each shrine, 
or the anecdotes of the beneficiaries of faith 


healing, and point out that these patients can 
get completely well. Why then, he will ask, 
does the expert say that this disability is 
permanent? One answer is that we know 
these miracles do occur; and maybe there 
will be a miracle in this case too; but that 
it is poor medical judgment to depend on 
miracles. In nonhysterical types of trau- 
matically induced psychoneuroses, the wit- 
ness may want to remind the court that the 
patient’s age, the present duration of the 
symptoms, and the poor emotional back- 
ground (which the defense attorney himself 
had stressed) all conspire to make this a case 
with a poor prognosis. 

Suppose the psychiatrist is prepared to 
testify that the claimant is seriously, perhaps 
totally, disabled. Just before he goes to 
court, he hears that for months the patient 
has been driving himself around in his car, 
That happened to me once, many years ago, 
and I hastily withdrew from the case. I felt 
that I would be in trouble either way. If I 
said he was seriously disabled the company 
lawyer would ask if he could drive a car. 
Suppose I said “yes.” Then he cannot be 
so severely disabled. Suppose I said, “No, 
he could not drive.” What would happen to 
my credibility when they proved that he was 
driving a car? Accordingly I abandoned the 
case. One of my more courageous colleagues 
remained with it. The cross-examining at- 
torney approached and said: “Now doctor, 
I have just one little question, to which 
you can answer yes or no very simply. Is 
this man able to drive a car?” His answer 
was: “Not if I’m a passenger in it, he isn’t.” 

Looking back at it, I see that that was the 
intelligent way of meeting that line of cross- 
examination. The answer admitted that he 
was technically capable of driving, but sug- 
gested that, because of his disability, he 
would be a bad driver. It implied, without 
stating it, that he could never get or hold a 
job where driving is required. 

A favorite cross-examining device is to ask 
the plaintiff's expert what else could cause 
the symptom. For instance, the lawyer asks: 
“You have testified that this headache is 
an aftereffect of the injury. Now doctor, 


as an expert neuropsychiatrist, tell the jury 
what else could cause the headache.” The 
physician could oblige and recite a long 
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list of conditions running alphabetically from 
arteriosclerosis to yellow fever. The lawyer 
will keep prodding: what else? Then he will 
say with a smile, “that’s all.”” Of course, the 
implication is that, when 65 other things 
could cause headache, the witness is pre- 
sumptuous in blaming the accident. 

The best way to meet that is to say, “What 
else could cause headache? You mean in 
this case, or in other cases?” If the lawyer 
says he means “in general,” the judge or the 
plaintiff’s attorney will intervene and say, 
“We’re not interested in other cases.” If 
the lawyer says “in this case,” the answer, 
if it is true, is: “In this case, nothing else 
could have caused this headache.” 

Let us now look at the converse. What is 
the likely cross-examination of the defen- 
dant’s witness in a personal injury action? 
The plaintiff's lawyer will try to prove that 
the examination was inadequate. The doc- 
tor testified that he found no serious effects 
of the injury. “Ah,” says the attorney, “but 
what did you find when you examined the 
olfactory nerve?” He probably had not 
tested smell. Few neuropsychiatrists do. “Do 
you mean to say,” says the lawyer, “that 
you didn’t even examine the first cranial 
nerve?” It sounds as if he must have done 
a very inadequate examination if he did not 
even get started on the cranial nerves. Of 
course, once you think of it, the answer is 
obvious. The accident could not have 
caused olfactory loss, or the patient made no 
complaint of it. However, to be on the safe 
side, the experienced examiner always fol- 
lows a standard neurologic and psychiatric 
form, and omits nothing from the examina- 
tion. Of course, there are always tests in 
the footnotes that no examiner will have 
time to do. If a lawyer asks whether he 
tested for Gerhardt’s Syndrome or found 
a positive Soderbergh’s sign, he can say 
that he never heard of it. The lawyer really 
cannot prove that either of those is of any 
importance or that American neuropsychi- 
atrists have ever heard of them. 

Sometimes a witness is confronted with 
a book and asked how it happens that 
he disagrees with the distinguished author. 
Since a book cannot be cross-examined it is 
not good legal evidence. But if the witness 
admits that the writer is an authority, some 


judges will allow the book as a basis for 
confronting the witness. Take an example. 
The doctor has testified that this psychosis 
or psychoneurosis was due to the trauma. 
The insurance company says it was inherited 
because the plaintiff had an aunt who was 
known throughout the neighborhood as an 
eccentric. On cross-examination, the wit- 
ness has denied the hereditary factor. The 
lawyer now approaches, holding a slim fab- 
rikoid volume. He asks: “Do you consider 
Edward Strecker and Franklin Ebaugh au- 
thorities in the field of psychiatry?” Of 
course the answer is “yes.” He then intro- 
duces the book in evidence and reads a state- 
ment on page 6: “No one can doubt the 
importance of heredity as a factor in the 
production of mental disease.” 

There are several ways of handling this. 
The witness could ask in what year the book 
was published. In this example, it was the 
1925 edition which the lawyer cited. Even 
if he were citing a 1944 edition of some 
text, the witness often looks relieved and says 
that psychiatry has made a lot of progress 
since that book was written. Or he asks to 
examine the entire paragraph, and often finds 
(as he would in this instance) that the 
sentence is torn out of context and that the 
whole burden of the paragraph was actually 
to underplay heredity. Or he could point 
out that the distinguished author’s remarks 
are true im general but that no two cases are 
alike, and in this case the witness is certain 
that heredity played no role, however im- 
portant it might be in other cases. Books 
can be found, of course, which will support 
any point of view. An attorney will look 
for a book containing a statement favorable 
to his side. Most lawyers seem to dig up only 
rather old books, so that generally the doc- 
tor can depend on the obsolescence of the 
volume to relieve him of appearing to dis- 
agree with an authority. Usually, however, 
the best way of neutralizing a book is to 
state frankly that opinions in a book are 
always general, that in practice every patient 
must be considered individually, and that 
few people in real life conform to textbook 
pictures. 

Some doctors who are not Board diplo- 
mates hesitate to take the stand because they 
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dread being asked on cross-examination 
whether they are certified by the American 
Board. I do not know how to meet this, 
except to say that if the witness is really 
well qualified he should have the attorney 
who calls him put the qualifications in the 
record. This attorney, not the hostile one, 
should ask the doctor if he is a diplomate. 
He will say “no” and the answer is thus 
routinely recorded. If the opposing counsel 
should ask the same question, the answer 


will probably be barred, on objection, as 
repetitive. 

Cross-examination can be stimulating and 
challenging, and in the last analysis the 
doctor can take comfort in the fact that he 
is more familiar with the subject than his 
inquisitor. If the witness is self-confident— 
or even if he only appears to be—and if he 
does not take himself too seriously, he can 
usually ride out the cross-examination with 
his face and his veracity intact. 
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THE NEED FOR UNIFORM DISCHARGE STATISTICS IN PUBLIC 
PSYCHIATRIC HOSPITALS * 


WALTER E. BARTON, M.D.,? Boston, Mass. HARVEY J. TOMPKINS, M. D.,® 
Wasuincton, D. C., ann AARON B. NADEL, Pu. D.,* Wasuincton, D. C. 


The present method of collecting discharge 
statistics from public psychiatric hospitals 
gives no uniform measure of the efficiency 
of treatment. We are well informed as to 
the number of discharges from mental hos- 
pitals, by type of hospital, by diagnosis, by 
age, etc., but the word “discharge” has dif- 
ferent meanings that make invalid compari- 
sons of the results of treatment. 

Some of the difficulties are due to varia- 
tion in terminology, some due to the inclu- 
sion of patients found to be without mental 
illness; and in some hospitals data cover 
patients who are released on parole or con- 
valescent status or trial visit and then dis- 
charged after a period in the community 
which may vary from one to several years. 

Policy changes in a given hospital may also 
have a direct influence on the number of 
patients discharged. Overcrowding may 
lead, for example, to a directive to increase 
the number of patients released. Quiescent 
chronic cases may then be discharged to make 
bed space. Other factors influencing dis- 
charge rates may be the opening up of beds 
in veterans’ hospitals, funds for placement 
of patients in the community as under old 
age assistance plans, or favorable housing 
and economic factors. 

Malzberg(1) has said, ‘““The current meth- 
ods of measuring rates of discharge are 
clearly in error. Patients who are discharged 
may have been admitted during the year or 
they may have been on the books of the 
hospital at the beginning of the year. There- 
fore, the number of patients discharged must 


1 Read at the 105th annual meeting of The 
American Psychiatric Association, Montreal, Que- 
bec, May 23-27, 1949. 

Published with permission of the Chief Medical 
Director, Department of Medicine and Surgery, 
Veterans Administration, who assumes no respon- 
sibility for the opinions expressed or conclusions 
drawn by the author. 

2 Superintendent of the Boston State Hospital. 

8 Chief, Psychiatry and Neurology Division, Vet- 
erans Administration. 

*Special Assistant to Chief, Psychiatry and 
Neurology Division, Veterans Administration. 


be related not only to the admissions but 
also to the total number under treatment 
during the year. We know that rates of 
discharge (and of mortality) are related to 
the age of the patient, the duration of the 
disease, and the clinical diagnosis.” 

After studying the general problem, the 
Group for Advancement of Psychiatry (2) 
concluded : 


We have been unable to discover an entirely 
satisfactory basis for reporting discharges uniformly 
that will be practical and will serve at the same 
time as an index by which to evaluate therapy. We 
do suggest that the following statistics be compiled 
by all hospitals : 


1. Where is the patient admitted one year ago? 
(At home, in the hospital, dead, unknown.) 

2. How long was the stay in the hospital? (Of 
those who left within the year or who died.) 

3. What patients were discharged after more 
than 12 months from the time of admission? 


Obviously such a proposal has limitations. 
It offers at best only a rough measure of the 
results of treatment. 

At the present time, if it were desired to 
undertake a study of hospital statistics to 
ascertain the condition of discharged pa- 
tients, it would not be feasible to give any- 
thing more than a simple enumeration of 
the movement of patients from the hospitals 
and under what conditions, such as death, 
transfer, paroles, discharges, etc. Statistical 
tables, now available, do employ the terms, 
“Recovered” and “Improved.” Unfortu- 
nately, existing criteria are so loosely used 
as to produce tremendous variation. Table 1 
presents discharge figures for a selected 
group of states as reported by the Bureau of 
the Census. 

It would be much to our advantage to have 
an objective evaluation of each patient, start- 
ing with his admission, repeated at regular 
or irregular intervals during his hospital stay 
and again just prior to his discharge. Mala- 
mud and Sands(3) have used such a device 
under the title of a Psychiatric Rating Scale. 
The criteria for evaluation of therapy and 
the development of some type of rating scale 
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to measure improvement are important 
enough to warrant further research. Such 
a study could well be a joint undertaking of 
The American Psychiatric Association, the 
United States Public Health Service, and the 
Veterans Administration. 

For example, during 1946, 219,800 pa- 
tients were discharged from all permanent 
care hospitals according to the Bureau of the 


have not provided adequately for the needs 
of any among us. We are not referring to 
the individual hospital and what each of us 
knows about his own institution—but in at- 
tempting to compare your own hospital with 
another. A comparison with the hospital 
10 or 20 miles away in your own state has 
actually forced the question whether the dis- 
charge figures are not such that you are 


TABLE 1 
CONDITION OF PATIENTS DISCHARGED FROM STATE HOSPITALS OF SELECTED STATES, 1046 * 


Total No. 

State discharged 
Massachusetts ......... 3311 
8861 
2173 
West Virginia ........ 908 
1286 
Washington ........... 1244 


Patients with psychosis on admission, 
by condition on discharge f 
A 


improved or % % 

recovered recovered improved 
68 19 49 
go 30 54 
73 2I 52 
65 7 58 
57.2 0.2 57 
87 53 34 
57 26 31 


* Source: Patients in Mental Institutions, U. S. Department of Commerce, Bureau 


of the Census, 1946. 


t Patients classified as “With Psychosis”’ 


neurosis.” 


include patients diagnosed as ‘“Psycho- 


t Figures in this column include totals of patients discharged as either recovered or 


improved. 


Census(4). The rate of discharges per 1,000 
patients under treatment in permanent care 
hospitals totalled 207.6 in 1946. The dis- 
charge rate per 1,000 among permanent care 
hospitals was as follows: 


For private psychiatric hospitals........... 752.4 
For VA neuropsychiatric hospitals......... 444.5 
119.5 
For county and city mental hospitals........ 65.3 


This variation in the discharge rate is re- 
lated, in general, to the different type of 
patients admitted. The private hospitals tend 
to specialize in those mental disorders in 
which the probability of prolonged treatment 
and mortality are relatively low. Patients 
with psychoses of old age tend to go to state 
and more particularly to city and county 
mental hospitals. The Veterans Administra- 
tion hospitals are midway between these ex- 
tremes. In 1946 there were 65.7 deaths per 
1,000 patients under treatment in mental 
institutions. The death rate per 1,000 in the 
general population was 10. (The difference 
is marked in age composition when one com- 
pares residents of mental hospitals with the 
general population). 

The efforts which have been extended in 
an honest program of statistical reporting 


comparing your apples with the next man’s 
oranges or pears. For example, in the 1944 
report of the New York State Commis- 
sion(5) investigating the affairs and man- 
agement of the Department of Mental Hy- 
giene, there is stated the following: 


It is a striking commentary on the lack of sta- 
tistical methods of this department, however, that 
this Commission has been unable to ascertain what 
proportion of the patients discharged from the 
mental hospitals in a year had never progressed 
beyond the reception unit. 


In the Veterans Administration, the num- 
ber of psychiatric patients released from its 
mental hospitals has increased tremendously 
during the past 3 years. Despite the increase, 
hospital length of stay is generally also in- 
creasing. This is explained by the high turn- 
over of short-term patients, the low turn- 
over of long-term patients. So long as we 
know what the patient composition is, which 
patients are being discharged, and which pa- 
tients are staying on for further treatment, 
we can make satisfactory comparisons 
through statistics. 

Recently a 6-month study was undertaken 
on the hospitalization of neuropsychiatric 
patients, in order to determine what hap- 
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pened to a group of patients admitted during 
that period. The study, prepared by E. L. 
Bemiss, Jr.(6), covered 2 Veterans Admin- 
istration Hospitals, Perry Point, Maryland, 
and Roanoke, Virginia. Actually, the statis- 


the prevailing diagnostic distributions were 
chiefly: psychoses (34% of admissions at 
Perry Point, 40% at Roanoke) ; alcoholic 
intoxication and drug addiction (31% of 
admissions at Perry Point, 35% at Roa- 


PERCENT OF ADMISSIONS 


VA HOSPITAL 
PERRY POINT 


VA HOSPITAL 


DISCHARGED FROM HOSPITAL# 


ROANOKE 


REMAINING IN 


HOSPITAL 
REGULAR DISCHARGE IRREGULAR DISCHARGE 
(MHB) 
ric. i. 
TABLE 2 


D1aGNosTic DISTRIBUTION OF ADMISSIONS, DISCHARGES WITHIN 180 Days, AND PATIENTS REMAINING 
181 Days AFTER ADMISSION * 


Perry Point Roanoke 
‘Admitted Discharged Remaining ‘Admitted Discharged Remaining 

Diagnostic groups No. % No. % No. % No. % No. % o. % 
329 100.0 242 1000 100.0 343 100.0 245 1000 98 100.0 
Transient personality re- 

4 1.2 4 Lg I 0.3 I 0.4 
Psychoneurotic disorders 46 14.0 43 17.9 3 a4 "45 ar 16.7 4 4.1 
Character and _ behavior 

I 17 5.0 16 6.5 I 1.0 
Alcoholic intoxication and 

drug addiction ....... 104 31.4 IOI 41.7 3 3-4 121 35.2 120 49.0 I 1.0 
Disorders of intelligence. 2 0.6 2 0.8 o 3 0.9 2 0.8 I 1.0 
ite 262) 8o. 137 3090 52 212 85 £868 


Neurological disorders . 19 5.8 9 3.7 
No disease following ob- 
1.5 5 2.1 


* Source: 


tics related to the admissions to each hospital 
during the 3-month period, April, May, June, 
1948, and followed these admissions for a 
total period of 180 days (Fig. 1). At the 
end of 180 days, Perry Point had already 
sent out of the hospital 73.6% of those 
admitted and Roanoke had discharged 
71.4% of those admitted. In each hospital, 


Medical Information Bulletin, Statistical Series 


10 11.4 16 47 10 4.1 6 6.1 


3 0.9 3 1.3 
No. 4, Richmond Branch Office, Veterans Administration. 


noke) ; psychoneurotic disorders (14% of 
admissions at Perry Point, and 13% at 
Roanoke). At the conclusion of the 180-day 
period (Table 2), the distribution of patients 
remaining among the 3 major diagnostic 
groupings listed above showed 81% and 87% 
of all those remaining (at Perry Point and 
Roanoke respectively) were with psychoses, 
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whereas the alcoholics and psychoneurotics 
remaining at that point were relatively in- 
significant for both institutions. 

This type of study provides something of 
particular interest as to what happens with 
the patients admitted during a specified 
period of time. It also tends to give us the 
picture of which groups of patients require 
longer hospitalization and, at the same time, 
something about the admissions and those 
sent out of the hospital with respect to se- 


ADMISSIONS 


5° 


NO. OF PATIENTS 
23 


S00 DISCHARGES 


° 
DEATHS 


the more widespread application of shock 
therapy after the year 1942 and with a higher 
admission rate. This may be explained in 
part, perhaps, by the desperate shortages of 
all classes of personnel responsible for the 
patients’ care during the war years which 
continued through the year 1947. The total 
number of deaths showed only a slight rise 
and again the rate is lower than the increase 
in admissions might have led one to expect. 
As the number of admissions in the senile 


PERICD 


1937 1938 1980 
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1942 1943 1944 1946 1946 1947 


Fic. 2. 


lected diagnostic categories. Further break- 
downs are available among the broad group- 
ings shown above but the details are not of 
particular concern at this moment. 


Stupy oF DIsCHARGES OvER A TEN 
YEAR PERIOD 


Statistical tables, which are required by 
the Massachusetts Department of Mental 
Health, were the source of the data offered 
in Fig. 2. The total admissions to the Boston 
State Hospital have been steadily increasing. 
The total discharges from the hospital each 
year roughly paralleled the admission rate. 
It would appear that the number of patients 
discharged from 1940 through 1947 was 
only very slightly increased and not in the 
proportion one might have expected with 


group continued to be very high in propor- 
tion to the total admissions, the lowered 
death rate is probably an indication of the 
lifesaving value of the sulfa drugs and peni- 
cillin. 

A study of the patients discharged, Fig. 3, 
shows that fewer patients with manic-depres- 
sive psychosis are being discharged each year 
and the number of patients with schizo- 
phrenia is markedly increased. This is un- 
doubtedly due chiefly to a change in the 
practice of diagnosis with a shift away from 
the use of schizophrenia as a label for only 
severe “process” cases to a more inclusive 
view. Some cases formerly classified in the 
manic-depressive group are now listed as 
schizophrenia. 

The number of discharges of patients clas- 
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sified as without psychosis has steadily in- 
creased. Examination of local practice dem- 
onstrates that this diagnostic category at the 
Boston State Hospital is used to label pa- 
tients who showed a wide variety of psy- 
chiatric conditions, but who did not require 
hospital care at the end of their observation 
period. Many acute confusional states, mild 
excitements, minor paranoid reactions, de- 
pressive episodes, and patients with alcoholic 
hallucinosis or delirium tremens were dis- 


NO. OF PATIENTS 


though the number of patients discharged 
has not changed much, the length of hospital 
residence of first admissions has. There has 
been a marked reduction in the time spent 
in the institution. From a year or more, the 
length of residence has decreased to an av- 
erage stay of about 6 months. Although 
metrozol and insulin were used in selected 
cases for some years, electric shock came 
into general use in 1942. In spite of extreme 
shortages of all personnel including nurses, 


- 


1937 1938 1939 1940 1944 1942 1943 1944 1945 1946 1947 
Fic. 3. 


charged and classified for statistical purposes 
“Without Psychosis.” 

Another curious finding in Fig. 3 relates 
to the discharge trend of patients with psy- 
chosis with cerebral arteriosclerosis. For 
2 years there was a marked increase followed 
by a progressive decline in the number of 
patients discharged with this diagnosis. The 
discharge rates for senile psychosis and the 
involutional psychosis showed very slight 
upwards trends. It would appear that the 
upswing was due to administrative policy 
pushing discharges of elderly persons and a 
favorable housing and economic state. Dis- 
charge rates fell off when old age assistance 
placements became difficult as housing short- 
ages and the high cost of living exerted ad- 
verse pressure. 

One of the most important findings in the 
study is demonstrated in Fig. 4. Even 

2 


doctors, and social workers, the length of 
hospital residence of those being discharged 
was cut in half. 

The total duration of hospital life of pa- 
tients dying is illustrated in Fig. 5. The 
very significant number of patients who die 
during the first month in hospital is apparent 
at once. More than one-half of all deaths 
occur within the first 7 months after admis- 
sions. 


A METHOD FOR REPORTING 
DISCHARGE STATISTICS 


It was decided to relate discharges to ad- 
missions in a given year and to answer the 
questions : 

1. Where is the patient admitted one year ago? 

2. How long was the stay in the hospital ? 


3. What patients were discharged after more 
than a year? 
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It would have been desirable to answer 
these questions each month with reference 
to the cases admitted 12 months previously. 
In actual practice the study was made ap- 
proximately 18 months after the end of the 
year. In some cases 2} years had elapsed 
from the time of admission and in every 
instance no less than 18 months.*® 

In the year July I, 1946 to June 30, 1947, 
there were 1,220 patients admitted to the 
Boston State Hospital (859 first admissions ; 
309 readmissions ; and 59 came by transfer 
from other hospitals). At the time of study 


form to cover these items is shown in 
Table 4. It is important to note that in a 
tabulation of this type actually 2 years must 
elapse from the date of the first admission 
for proper recording of the first year’s activ- 
ity for all admissions during the year. The 
last admission will presumably occur 12 
months after the first admission and will 
require the additional 12 months for a deter- 
mination of his status during the first year 
of hospitalization. We can also ascertain 
better figures as to the current and potential 
availability of beds by following the monthly 


TABLE 3 


ToraL ADMISSIONS TO THE Boston STATE HosPITAL DuRING THREE YEARS STUDIED AND WHAT HAPPENED 
To THEM AFTER A YEAR OR MORE: 


NuMBER OUT OF HosPITAL, NUMBER IN THE HosPITAL, AND NUMBER DEAD 


Total 
Period of study admissions 
July 1, 1944-June 30, 1945.............. 1150 
July 2, 1O45—Jume 30, 1167 


*8s59 were 1st admissions. 
Tt 34.3% are still on convalescent status. 


727 patients, 59.5%, were out of the hos- 
pital; 243 patients, 19.9%, were in the hos- 
pital; and 250, 20.5%, were dead. Table 3 
shows that there has been a slight increase in 
the number out of the hospital each succeed- 
ing year in the 3-year study period, with a 
slight decrease in the number dead. A simi- 
lar approach to discharge statistics was em- 
ployed by Meyer and Preston(7) and applied 
to measure the status of first admissions to 
4 Maryland state hospitals as of 12 months 
after the month of first admission. Of 1,991 
first admissions 999 (50.18%) were out of 
the hospital ; 629 (31.89% ) were in the hos- 
pital; and 363 (18.23%) died while under 
care, 

In addition, it would seem necessary to 
ask, as corollaries to the first question, 
“Where is the patient admitted one year 
ago?”’, whether he was a first admission or 
a readmission. In relating our discharge sta- 
tistics to these factors, it becomes increas- 
ingly complex if we do not simplify our 
tabular techniques. A suggested tabular 

5In the case of some patients in the year 1944 


studied 3 years had elapsed as they were studied in 
1947-1948. 


At the end of year or more 
A... 


‘ 


Out of In 

hospital hospital Dead 
631 (55.4%) 186 (16.2%) 327 (28.4%) 
649 (55.6%) 238 (20.4%) 280 (24 %) 


7277 (59.6%) 243 (19.9%) 250 (20.5%) 


trends which would be shown in a table of 
this nature. A summary table of the first 
year of hospitalization, such as shown here, 
is extremely informative. 

Further support is given this method of 
recording discharges by Stromee(8) at the 
Elgin State Hospital. “1875 patients ad- 
mitted in one year (1940-1941) were studied 
2} years later. 1010 of the original group 
had been discharged. 55.2% were out of the 
hospital. 437 were still in residence or 23.3%. 
284 patients died and 88 were transferred to 
other hospitals.” 

The second major question introduces a 
slightly different approach. Here we work 
only with discharges and do not necessarily 
relate to admissions other than as regards 
length of hospital stay. At the same time we 
are able to tackle the third important ele- 
ment, that is, “What patients were released 
from the hospital after more than a year?” 
Table 5 offers a suggested tabular form 
which provides answers to the 2 questions, 
and adds to these the further item of whether 
patients discharged were first admissions or 
readmissions. 


The length of residence in the hospital 


6 MO. 
7 
ING 
4 


430 NEED FOR UNIFORM DISCHARGE STATISTICS [ Dec. 


TABLE 4 


PATIENT MOVEMENT DuRING First YEAR OF HosPITALIZATION IN STATE, County, AND City HospPItats 


Diagnostic 
grouping 


Trans. Pers. Reac.—Total..... 


Psychoneur.—Total ........... 


Char. and Behav.—Total...... 


Alcoh. and Drug Add.—Total.. 


Psychoses—Total ............ 


No Disease—Total ........... 


Total 


admis. 


| Total |—— 


| 
| 


disch. | Less than 31-60 61-90 | 3-6 | 
30 das. das. das. | mos. | mos, died 


| 
| 


Length of hospitalization since admission 
6-12 No No. rem. 
| in hosp.* 


* One year after admission. 


TABLE 5 


DISCHARGES FROM STATE, CoUNTy, AND City Hospitats sy LENGTH oF HOSPITALIZATION FOLLOWING 
ADMISSION 


Diagnostic 
grouping 


Total 
disch. 


Total Readmis. ............ 


Trans. Pers. Reac—Total..... 


Ist Admis. ...... 
Psychoneu.—Total ..... 
1st Admis. .......... 


Char. and Behav.—Total...... 


Alcoh. and Drug Add.—Total.. 


Psychoses—Total ............ 


No Disease—Total ........... 


Length of hospitalization since admission 


Less than 
6 mos. 


10 yrs. 


6-12 1-2 2-3 3-4 | 5-10 
yrs. or more, 


mos. yrs. yrs. yrs. yrs. 
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of the 727 patients out of the hospital in the 
study year 1946-1947 (Table 3) was as 
follows: 360, 49.5% of the 727, were re- 
leased in 30 days or less with an average 
hospital residence of 9.1 days; 146 patients, 
20.1%, were released in from 30 days up to 
a year with an average stay of 114.4 days 
(about 4 months) ; 221, 30.4%, were released 


be distorted in terms of this concentration. 
Table 4 is one suggested form to assist in 
tabulation. 

Two other factors might well be intro- 
duced—which so far have not been touched 
upon in this paper. Diagnostic groupings, 
for statistical purposes, might well be rela- 
tively general and broad. We have hinted 


TABLE 6 


AVERAGE AND MEDIAN STAy IN STATE, CouNTY, AND City Hospitats or PATIENTS DISCHARGED 


Discharges Aver. length of stay Median length of stay 
——_ Less More Less | More Less More 
Total than than Total than than Total than than 


Trans. Pers. Reac.—Total..... 
Readmis. 


Psychoneu.—Total 
Readmis. 


Char. and Behav.—Total...... 
Readmis. 


Alcoh. and Drug Add.—Total.. 
Readmis. 


Psychoses—Total 
Readmis. 


* After admission to hospital. 


after a year in the hospital; their average 
stay was 1.42 years (518 days). The average 
length of residence of the entire group who 
left the hospital was 181.2 days or 6 months. 
There were 250 deaths; the average length 
of hospital residence of those who died 
was 160 days (5 months and a week). The 
average age at death was 73 years. 

In order to secure a more comprehensive 
picture of the length of stay of discharged 
patients some may want to calculate the 
median length of stay as well as the average. 
There is some value in having the 2 indices 
for occasionally there may be a concentra- 
tion of discharges bunching up at one end 
of the scale. The average length of stay can 


at that in our last 3 tables in particular. The 
chances for general agreement in diagnosis, 
when making comparisons, are greater when 
using the broader groupings as compared 
with the specific diagnostic entities. We are 
all products of different schools of thought 
and tend to vary markedly in many indi- 
vidual situations as to particular diagnoses. 
However, we are pretty well agreed, com- 
paratively, in differentiating a psychosis, for 
example, from a psychoneurosis, etc. There- 
fore, the groupings suggested in Tables 4, 
5, and 6 are offered for future consideration. 

One further item, the second factor re- 
ferred to, also warrants extensive thought: 
What happens to the patient discharged 


1 hosp.* 
Total Readmis. ............] | 
more, 
No Disease—Total ........... 
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from the hospital? Follow-up systems are 
in operation in a number of states. The trial 
visit or parole maintains a follow-up of pa- 
tients who are still charged to the hospital. 
But—what about those one, two, or three 
years later? Most of us, I believe, are not 
ready for this type of follow-up—chiefly be- 
cause of the lack of funds, of personnel, and 
a suitable system of control. The idea is 
worth pursuing. Perhaps in a few years we 
shall be able, if we continue to press this 
point, to secure the missing elements which 
will much better tell us the extent to which 
treatment has been successful in returning 
patients to society. 


DISCUSSION 


Present methods of collecting discharge 
statistics from mental institutions are un- 
satisfactory. The principal reasons for dis- 
satisfaction are the fact that the statistics do 
not relate to patients admitted in a year and 
because they are too greatly influenced by 
differences in terminology in the various 
sections of the country that invalidate com- 
parisons between hospitals. For that reason 
discharge statistics as currently collected 
are not useful even as crude measures of 
efficiency of treatment. Furthermore, it be- 
comes apparent that, while discharge rates 
have increased, what is more significant is 
the fact that the average length of hospital 
stay of those discharged has been cut in 
half in the last 5 years. It appears there- 
fore extremely valuable to adopt a simple 
form of reporting discharge statistics that 
will not be capable of different interpreta- 
tions and one which correlates the discharge 
and the length of stay in the hospital. State 
hospitals, which house most of the mental 
patients in institutions, have been under- 
staffed and overcrowded. There is much lost 
motion and lack of good care and treatment. 
New patients admitted must often wait 
weeks before treatment is begun, newer 
methods of therapy are not available to all 
who need it, and when a patient has improved 
and is ready to leave, days and weeks are 
often lost before the patient is returned to 
the community. One may expect, there- 
fore, as state hospital treatment improves 
that the most significant trend will not 
necessarily be a very great increase in the 


discharge rate, but in a marked shortening 
of the time spent in the hospital. It should 
be anticipated that the 6 months’ average 
hospital residence reported in this study 
could be reduced to 3 months or even less. 
The point to be stressed is that a change in 
the method of reporting statistics will be 
needed to demonstrate it. That is the prin- 
cipal reason for presenting this study. 

Of particular interest is the trend indi- 
cating an increase of first admissions to 
all permanent care hospitals for psychiatric 
patients of 30% in the 10-year period 1937- 
1946(4). Landis and Farwell(g) found that 
the average age at first admission was in- 
creasing more rapidly than the average age 
of the general population. They also noted 
the average age of persons dying in mental 
hospitals had also increased over the period 
studied from 57.8 years in 1917 to 68 years 
in 1941. Discharges from all permanent care 
hospitals have also increased in the 10-year 
period 1937-1946(3) by 72.9%. The per- 
centage discharged as recovered was the 
highest for patients with a diagnosis of 
alcoholic psychoses, manic-depressive psy- 
choses, and involutional psychoses. Rates of 
discharge per 1,000 admissions were reported 
for the 6 most frequent types of mental ill- 
ness by the New York State Department of 
Mental Hygiene(10) as follows: 


Recovered Improved 
rate per rate per 
1,000 1,000 
admissions admissions 
Dementia praecoX «is 159 456 
Manic-depressive ............ 621 319 


In the period 1937-1947 at the Boston State 
Hospital, admissions have been increasing 
more rapidly than discharges and death rates 
have shown slight decreases. About one-half 
(45-50%) of first admissions are over 60 
years of age. The number of patients dis- 
charged as without psychosis or with schizo- 
phrenia has been increasing, while discharges 
of patients with psychosis with cerebral ar- 
teriosclerosis have declined. The average 
length of hospital residence of first admis- 
sions has decreased from a year or more to 
6 months. One-half of all the deaths occur 
within the first 7 months after admission. 
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SUMMARY 


1. In the year July 1, 1946 to June 30, 
1947 there were admitted to the Boston 
State Hospital 1,220 patients, 859 of whom 
were first admissions. At the end of the 
study period, 60% were out of the hospital, 
20% were dead, and 20% were still in 
residence. 

2. Analysis of the 727 patients who were 
out of the hospital reveals that 50% were 
released in less than 30 days with an average 
hospital residence of g days; 20% left in 
3 months to a year with an average stay of 
4 months; and 30% were released after a 
year of hospital residence with an average 
of 1.42 years. The average stay in the 
hospital of all those leaving was 6 months. 

3. Of the patients admitted in the year 
studied, 250 died after an average hospital 
residence of 160 days. The average age of 
those who died was 73 years. 

4. A study of what happened to the ad- 
missions to 2 veterans hospitals during 3 
months after 180 days had elapsed showed 
that over 70% were out of the hospitals at 
that time. Examinations of the sample in 
each hospital revealed the prevailing diag- 
nostic categories were psychoses, 34-40% ; 
alcoholic intoxication and drug addiction, 
31-35% ; psychoneurotic disorders, 14-13%. 
At the end of the 180-day period, of those 
remaining in the hospital 81% and 87% 
were with psychoses. 

5. Statistical reports would gain in value 


if all psychiatric hospitals employed a 
standard diagnostic group such as_ the 
following : 


Transient personality reactions. 
Psychoneurotic disorders. 

Character and behavior disorders. 

Alcoholic intoxication and drug intoxication. 
Disorders of intelligence. 

Psychoses. 

Neurological disorders. 

No disease following observation. 


6. A simple method of reporting discharge 
statistics has been presented. It is recom- 
mended that all psychiatric hospitals adopt 
it. Discharge figures so reported relating di- 
rectly to admissions would serve as a crude 
measure of the efficiency of treatment that 
would be comparable if compiled by all 
hospitals. 


7. The basis for the proposed simplified 
method of reporting discharge statistics is 
the answer to the questions: 


(1) Where is the patient admitted one year ago? 
(a) First admissions. (b) Re-admissions. 

(2) How long was the stay in the hospital (of 
those who left within the year or died)? (a) 
Average length of stay. (b) Median length of stay. 

(3) What patients were discharged after more 
than 12 months from time of admission? (a) What 
was the length of stay: Average? Median? 
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DISCUSSION 


Dr. Joun F. Recan (Howard, R. I.).—It is 
difficult to make comparisons between sections of 
the country, states, and individual hospitals with 
respect to the efficacy of treatment. The first con- 
sideration should be given to the patients under 
treatment; that is, as to the length of illness before 
being hospitalized; also whether or not patients 
in a state hospital are admitted first to a local 
psychiatric hospital for temporary care; in other 
words, what treatment a patient may have received 
before being committed to a state psychiatric 
hospital. Statistically, patients treated in a psy- 
chiatric hospital for temporary care only are not 
considered as having been admitted to a psychiatric 
institution. 

With reference to the policy of not diagnosing as 
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psychotic patients who recover from an acute illness 
before a prescribed period of observation expires, I 
would say it is not a sound policy. Patients that 
are admitted to a long-term care psychiatric hos- 
pital, i.e, a state hospital, with alcoholic halluci- 
nosis or delirium tremens, certainly should be so 
diagnosed, irrespective of the fact that before their 
period of observation has expired they have re- 
covered from their psychosis. 

With respect to the changing policy in diagnosing 
patients in the schizophrenic and manic-depressive 
groups, I do not expect that there will ever be 
general agreement as to where the borderline cases, 
so-called schizo-affectives, should be placed statis- 
tically. This is not to say that improvements cannot 
be made in our statistical classifications, and that 
the suggestions made by the authors would not be 
of benefit in making comparisons between hospitals. 
It is certainly a step in the right direction. 


Dr. KENNETH J. T1LLotson (Waverley, Mass.). 
—There seems to be universal agreement that dis- 
charge statistics from public psychiatric hospitals 
and clinics at the present time give no uniform 
measure of the efficiency of treatment. As one who 
has worked entirely in private hospitals, let me 
hasten to add that this problem is equally as con- 
fusing in private hospital statistics. 

This undoubtedly depends on a variety of factors, 
as for instance, the inclusion of nonpsychotic pa- 
tients with those who are psychotic and the failure 
to follow up patients who may have been out of 
the hospital a year on visit without being able to 
have the patient return to the hospital for a check-up 
and with absolutely no data on that patient’s con- 
dition except what was collected at an interview 


preceding the beginning of the trial visit. This is 
an outstanding weakness in private hospitals where 
they do not have a psychiatric social service 
follow-up system and where the control of the 
patients is practically nil. 

In private hospitals there may be, in some in- 
stance, a closer and more accurate correlation be- 
tween the type of mental illness and the effect on 
the clinical symptoms of such toward recovery, 
by the shock therapies, prefrontal: lobotomies, or 
by various types of psychotherapies, since the case 
load is relatively small, the premorbid personality 
may be more accurately evaluated, and hence more 
accurate evaluation of the effect of the above treat- 
ments. 

It is the writer’s opinion that the application of 
the intensive methods of shock treatment and psy- 
chotherapy are becoming so generally applied in the 
state hospitals, as well as in the private hospitals, 
that the effect of these forms of therapy can and 
should be measured and approximated through 
our discharge statistics. The importance of de- 
termining the effect of various types of therapy 
cannot be overemphasized, yet we cannot expect 
the condition of patients in toto on discharge from 
our hospitals will necessarily reflect the effective- 
ness of therapy of specific types given to limited, 
or even quite large, diagnostic groups. 

One of the basic problems in discharge statistics 
goes back to the fundamental concepts of diagnostic 
criteria and the staff psychiatrist’s ideas as to what 
constitutes improvements, or recovery. The writer 
feels that the paper under discussion offers a very 
good rough or first approximation toward uni- 
formity in a system which is at present somewhat 
chaotic. 
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SOCIAL FACTORS OPPOSED TO THE EXTENSION 
OF HETEROSEXUALITY 


CLAUDE C. BOWMAN, Pu. D.,? Pa. 


I 


In the United States and other regions of 
similar culture there are a number of social 
conditions which, during the twentieth cen- 
tury, are tending to modify earlier restric- 
tions upon sexual behavior. Women have 
more freedom; urban life, mobility, and the 
decline of religious control are conducive 
to the loosening of traditional restrictions ; 
the dissemination of contraceptive knowledge 
reduces the risks of pregnancy; the motion 
pictures and popular literature provide erotic 
stimulations ; and the automobile affords new 
opportunities for privacy. Under the com- 
bined effect of these forces, sexual morality 
may be moving away from traditional re- 
straints in a gradual and unspectacular 
manner. 

Yet, in view of these influences that seem 
to be undermining earlier standards, one may 
legitimately wonder, without taking sides on 
the matter, why changes in sexual standards 
and behavior have not occurred at a more 
rapid rate. It seems fair to conclude that 
there must be a number of social forces at 
work supporting stability and conservatism 
in this area of human relations. Indeed, the 
findings of Kinsey and his associates suggest 
that many sociologists have exaggerated the 
tendencies toward change, while underes- 
timating the force of tradition. In the Kinsey 
study of sexual behavior in the male, two 
generations were compared. One group in- 
cluded persons who were 33 years of age 
or older at the time they contributed their 
histories, the other included those younger 
than 33. The difference between the median 
ages of the two groups is about 22 years. 


In general, the sexual patterns of the younger 
generation are so nearly identical with the sexual 
patterns of the older generation in regard to so 
many types of sexual activity that there seems to 
be no sound basis for the widespread opinion that 
the younger generation has become more active in 
its socio-sexual contacts(1). 


1 Department of Sociology, Temple University. 


The methods used in reaching this conclusion 
have been criticized(2) and further research 
may lead to modifications, but the Kinsey 
emphasis upon sexual stability is significant 
enough to stimulate inquiry into the whole 
question of the factors opposing extensions 
of heterosexuality beyond the limits now 
observed. A delineation of these factors is 
the subject of the discussion which follows. 


II 


The most significant factor standing in 
opposition to the extension of heterosexual 
contacts is the belief that, outside marriage, 
sexual intercourse is immoral. This is one 
of the fundamental tenets of Judeo-Christian 
tradition. The doctrines of St. Paul have 
been particularly influential in this regard. 
In his writings the ideal of celibacy is lauded 
and marriage seems to be justified largely 
as a means of avoiding fornication. The 
famous passage in I Corinthians (Chapter 7) 
clearly states that coitus within marriage can 
be condoned but celibacy is a higher and 
purer state. This doctrine views sex as es- 
sentially impure and sinful and, in this re- 
spect, it is quite consistent with the Biblical 
tradition stemming from the story of the 
Fall of Man in Genesis. 

This moralistic approach to sex is deeply 
rooted in our cultural heritage. According 
to the religious-moral philosophy in general, 
conduct is good or bad per se; moral prin- 
ciples are absolute and intrinsic. By a process 
of introjection this belief that sex is essenti- 
ally evil becomes integrated into the individ- 
ual’s conscience, where it restrains tendencies 
toward overt sexual expression. At the same 
time, as an external force operating in the 
environment, sexual asceticism becomes a 
dynamic factor in social control. Aberrations 
from traditional standards of morality excite 
social disapproval and such disapproval may 
have serious consequences for the individual. 
These may include loss of mate, of job, or 
of good reputation. 
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In this day of secularism many “‘liberal’’ 
persons are inclined to minimize the influence 
of the churches and their doctrines. This is, 
in general, a faulty judgment. The view, 
nurtured through many centuries of Christ- 
ianity, that sexual intercourse is evil rather 
than good is very much in evidence in our 
society—so pervasive as to be almost un- 
recognizable. For anyone who wants to gain 
a full appreciation of the prevalence of 
asceticism, a simple mental experiment is 
suggested: make a special effort to accept 
and assume the premise that sex is essentially 
good, then note the overwhelming prevalence 
of ascetic definitions in social and symbolic 
behavior. This is particularly true of the 
upper educational levels of American so- 
ciety (3). 

According to the religious-moral ideology, 
marriage mitigates the evil by linking sexual 
intercourse to the biological function of re- 
production. In recent times the prevalence 
of contraceptive practices has underlined the 
twofold function of sex, the procreative 
and the recreative; but this dichotomy is 
not consistent with religious tradition and 
the Roman Catholic church does not accept 
it now. It is the pleasure of sex that has 
been condemned by ascetic religions. In 
marriage the pleasure can be overlooked be- 
cause it is considered to be subordinate to 
the reproductive purpose. Marriage builds 
a moral roof over that which is essentially 
immoral. Yet the moral approval assigned 
to marital sex is limited. Even in marriage 
attitudes of sexual shame are common ; mar- 
ried persons scarcely ever make verbal ref- 
erences to their sexual activities. Coitus is 
not exactly immoral but it is still shameful, 
in somewhat the same manner as we tend to 
think about processes of elimination. 

Religious influences constitute a powerful 
resistance to extensions of heterosexuality 
that would release coitus from the bonds of 
matrimony. To suggest that sexual relations 
are desirable irrespective of marriage is to 
challenge this influence of religion to its very 
roots. The challenge has been made by a 
few radical philosophers but it is still a rela- 
tively feeble challenge to a deeply entrenched 
attitude. In contemporary society a number 
of religious groups have accepted modifica- 
tions of their traditional dogmas to the extent 


that marital sex is considered moral whether 
or not reproduction is intended. Yet this 
newer approval of contraception in marriage 
still limits sexual intercourse to marriage. 
Extramarital experiences are common, as 
everyone knows, but they tend to be furtive 
and usually excite guilt feelings in the par- 
ticipants. 


IT] 


The standards and expectations of court- 
ship operating in conservative 
groups constitute a second factor opposed 
to the extension of heterosexuality. In the 
premarital period coitus is likely to be 
shunned by those who believe it to be im- 
moral. (As used here, “belief” represents 
emotional conditioning and is to be distin- 
guished from mere verbal profession.) If 
it does occur, it may be the signal for a pro- 
posal and marriage. The “shot-gun” mar- 
riage is well known (at least in jokes) but 
there may also be pressure brought on the 
man by the woman even when she is not, 
nor makes any pretense of being, pregnant. 
In these groups, if the woman has given 
“her all,” she expects marriage. Under these 
circumstances the man may feel honor-bound 
to protect her virtue—ex post facto. With 
others, the resistance to premarital relations 
may be based upon fear: they are unwilling 
to face the risks of pregnancy. If pregnancy 
occurs or is suspected, marriage may take 
place immediately. 

If the granting of sexual favors on the 
part of the woman becomes a pressure upon 
the man to propose marriage, then those men 
desiring to elude marriage will resist coitus. 
There is a certain amount of masculine lore 
on this point. Intercourse is looked upon as 
a “trap” used to ensnare men. It is beyond 
our present purpose to explore all the reasons 
that lead men to elude marriage temporarily 
or permanently—this is, in itself, a whole 
field for sociological and psychiatric investi- 
gation—but it is indisputable that many are 
so inclined today. For such determined 
bachelors relations with prostitutes and near- 
prostitutes seem preferable to the entangle- 
ments of sexual love. 

Even where coitus is not involved, the 
dynamics of masculine behavior may be much 
the same. Some men resist falling in love 
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because, in our culture, love is supposed to 
lead to marriage. Under this cultural defini- 
tion inhibitions may be laid upon free play 
of romantic impulses because of the selfsame 
desire to postpone marriage. This may apply 
to feminine behavior as well, especially 
where the woman has invested time, effort, 
and money in preparation for a career. In 
lyrical poetry and popular songs, romantic 
love is idealized as ineffable ecstasy but, in 
reality, there may be many conflicts and 
reservations(4). One of these is the conflict 
between psychobiological urges and the de- 
sire to elude the ties of love and marriage. 

As far as the woman is concerned, pre- 
marital relations involve special problems. 
She must avoid pregnancy and she must 
maintain a good reputation, as the latter is 
defined in her environment. The problem 
of pregnancy is discussed later as a separate 
factor, for its importance as a factor oppos- 
ing heterosexual freedom is obvious. The 
desire for a “good” reputation is a lead- 
ing motive in feminine behavior, especially 
in sexually conservative classes, for the 
woman's reputation is closely connected with 
her marital prospects. Despite the trend 
toward social equality between the sexes, 
the double standard of morality, as every 
woman knows, still flourishes; and conduct 
that is ordinarily accepted for men can dis- 
qualify women for “respectable” marriage. 
This continual pressure of the double stand- 
ard produces feminine resistance to the ex- 
tension of relationships with men, especially 
where sexual intercourse is likely to be 
involved. 


IV 


Our system of marriage is another obstacle 
to this extension. Marriage is based upon 
monogamous love ; consequently extramarital 
relations tend to undermine it, according to 
the conventional ideology. Romantic mo- 
nogamy defines one person as love object, sex 
partner, and mate. In this social and moral 
system there is no room for multiple attach- 
ments. Love and sex are supposed to be 
directed to the one mate and violations of 
this rule commonly lead to separation or 
divorce. The marital partner should be the 
sexual partner; if someone else intrudes, 
then a reshuffling of relationships is in order, 


so that the new sexual partner can become 
the new marital partner. Monogamy, as we 
define it, means that a man and a woman 
have staked out a claim upon each other, not 
only financial and affectional claims, but 
claims to sexual exclusiveness. Every state 
in the Union recognizes adultery as a ground 
for divorce. What more convincing evidence 
is needed to show the legal and moral sanc- 
tions attached to deviations from sexual 
exclusiveness? Everybody knows that extra- 
marital intercourse occurs but this general 
recognition does not mitigate the condemna- 
tion meted out to those who publicly flaunt 
their “immorality” or get caught at it. The 
situation here is analogous to that of a college 
administration which prefers to disregard 
the vague rumors of campus drinking—it 
is a toleration born of the desire to avoid 
unnecessary trouble—but puts into effect 
vigorous punitive measures when a few stu- 
dents are caught in the act of drunken and 
disorderly conduct. 

Suggestions for the legalization of polyg- 
yny cropped up in several European coun- 
tries after both World Wars. Such a system 
of multiple wives could accomplish two pur- 
poses: (1) it could provide marriage for 
women in those countries where many men 
of marriageable ages had been killed or 
maimed and (2) it could increase the birth 
rate. However, this suggestion has not met 
a favorable response. It seems that early 
conditioning in the monogamous family is 
not conducive to multiple attachments in 
adult life. The son has a single mother ; after 
marriage the single wife becomes the woman 
in his life, the mother being displaced. Sim- 
ilarly the girl transfers her attachment from 
father to husband. Thus, our emotional 
structure develops around the one-to-one 
heterosexual attachment. On the other hand, 
in the polygynous family there are multiple 
attachments which help to perpetuate polyg- 
yny through appropriate emotional condi- 
tioning(5). Thus, constellations of parent- 
child relationships provide the basic orienta- 
tion to the opposite sex. Through these 
interpersonal relations the mores perpetuate 
themselves, constituting effective obstacles to 
their own alteration. 

Aside from furtive extramarital relations 
in a society officially upholding ideals of 
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strict monogamy, there is another way in 
which heterosexual contacts can be extended. 
This latter method has conventional approval 
in many quarters. We refer to the process 
of divorce and remarriage. In such instances 
the ideal of lifelong monogamy gives way 
to a monogamy that lasts as long as the 
marriage lasts. Instead of one mate for life, 
it is one mate at a time. Under this system 
of divorce and remarriage, sexual relations 
can be extended, although they are still con- 
fined to wedlock. Yet, while this occurs 
commonly enough in recent years, it is not 
without its difficulties. Obviously it is not 
always easy to set aside one marriage for 
another: affectional ties, financial respon- 
sibilities, the criticisms of friends, the force 
of habit, and many other circumstances in- 
tervene. Just as we are considering in this 
present analysis the various social factors 
obstructing the extension of heterosexuality, 
so one could profitably analyze obstacles to 
divorce. Here again the emphasis in soci- 
ology has been almost exclusively upon the 
factors involved in the increase of divorce 
with little attention to the conditions that 
prevent the rate from going even higher. 

Monogamy would not bar the expansion 
of heterosexuality so completely if extra- 
marital relationships could be kept out of 
competition with the relationship to one’s 
mate—but, as we shall point out below, this 
is a big if. In other societies this occurs, as 
in the cases of wife-lending or concubinage. 
Jealousy is based upon insecurity, that is, 
the fear that someone is trying to steal your 
mate. A man or woman whose marital po- 
sition is assured is less likely to exhibit 
jealous fear than one who feels compelled 
to look upon every extramarital contact of 
his mate as a threat to the marriage. 

There appears to be little likelihood that 
extramarital relations will be approved in 
the near future, whatever the prospect in 
the long-range future. Marriage in the 
United States is based upon personal ties 
of romantic companionship to an unprece- 
dented degree and there are reasons to believe 
that this personal basis is becoming more 
significant in the current period. Some of 
these reasons are as follows. As religious- 
moral concepts of duty have lost their appeal, 
it is the strength of the personal attachment 


that holds a marriage together, if it is held 
together. Moreover, the decline of the birth 
rate over recent decades (excluding the last 
6 or 7 years) has the same effect of placing 
the marital relationship in bolder relief. 
Technological and economic trends encour- 
age a highly personal union. The former 
has reduced the functions of the household 
in relation to production and services, thereby 
releasing the woman from domestic tasks; 
the latter has made the woman more in- 
dependent economically, enabling her to use 
more discrimination in the selection and 
retention of a husband. As never before 
in history, men and women face each other 
in modern marriage in a highly personal 
relationship. In view of these conditions, 
there is little basis for believing that, in the 
near future, monogamy will be modified to 
the point of giving public approval to extra- 
marital relations. Surreptitious affairs may 
increase but this is not to be confused with 
open acceptance. The truth is that, under 
our mores of romanticism and relatively easy 
divorce, extramarital partners are likely to 
be genuine threats to an existing marriage. 
Only extramarital liaisons of a casual and 
ephemeral type can be said to avoid com- 
petition with the marital partner. Future 
research will undoubtedly turn up instances 
where extramarital relations have not dis- 
turbed the stability of an existing marriage. 
Until such knowledge is at hand, we suggest 
the following generalization: unless special 
conditions prevail, marriage in this country 
tends to be thrown into disequilibrium by 
any extramarital relationship that is known 
to the other mate. 


Limited opportunities to establish new 
heterosexual contacts constitute another fac- 
tor of significance in holding down these 
relations. Many persons have little oppor- 
tunity to meet those of the opposite sex who 
might be eligible partners for some type of 
heterosexual experience. Each of us tends 
to move in a limited circle of associates. In- 
deed, some men and women, especially after 
they “settle down,” may live in a social world 
that is severely limited in its opportunities 
for new associations. This may be partic- 
ularly true of women in the home who often 
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live in a high degree of isolation from men 
of their own kind. For both men and women 
the best opportunities to extend heterosexual 
acquaintances are right in their own social 
cliques. Yet loyalty to friends and their 
moral vigilance tend to frustrate extension 
of heterosexuality in this direction. 

In a few cities a new service has been 
provided for single men and women who 
wish to extend their contacts. This “intro- 
duction service” seems to meet a genuine need 
in areas where mobility and the absence of 
a well-developed community life exist. These 
agencies employ a trained staff and are not 
to be confused with the purely commercial 
agencies, such as “Lonely Hearts” or cor- 
respondence clubs, that are interested only 
in the fees. At the time of registration, in- 
formation is filed on age, personality, back- 
ground, and other items; and an effort is 
then made to introduce the registrant to 
persons of the opposite sex who are likely 
to prove congenial. However, this service 
is exceptional. For the most part our society 
still follows a laissezfaire policy in regard 
to dating and courtship: each person for 
himself—and bachelorhood take the hind- 
most. 


VI 


The next factor to be mentioned is of a 
different character from those already con- 
sidered. It is, in fact, a result of our sexual 
morality but it is sufficiently important to 
receive separate treatment. Put in the form 
of a hypothesis, it may be expressed as 
follows: heterosexual relations outside mar- 
riage would tend to increase if appropriate 
physical facilities were more available. Those 
who grow up in a culture tend to be ethno- 
centric to the point where they fail to ap- 
preciate the significance of many established 
practices. This is true of living arrange- 
ments and architectural forms; these are not 
accidental but, on the contrary, objective 
manifestations of the mores. 

The distinguished anthropologist, Broni- 
slaw Malinowski, has described the “bache- 
lor’s house’’ among the Trobrianders. 


It is obvious that the lasting liaisons of 
youth and adult girls require some special institu- 
tion, more definitely established, more physically 
comfortable, and at the same time having the ap- 
proval of custom. To meet this need, tribal custom 


and etiquette offer accommodation and privacy in 
the form of the bukumatula. . . . In this a limited 
number of couples, some two, three, or four, live 
for longer or shorter periods. . .(6). 


The relationships of the bachelor’s house 
are exclusive, one-to-one attachments, tem- 
porary in character, although a permanent 
match may develop from them. They rep- 
resent a kind of trial marriage that is sanc- 
tioned by the tribe. “Within the bukumatula 
a strict decorum obtains.” There is no pro- 
miscuity nor orgiastic pastimes. It is, of 
course, not accidental that no similar facili- 
ties are provided in this country. 

The lack of physical facilities for sexual 
liaisons outside marriage in our culture is 
obvious. The apartment or hotel in the large 
cities may satisfy the demand for secrecy 
but the cost of these rule them out for 
people of lesser means. The automobile 
probably has had a very important effect 
upon sexual mores, particularly since its pos- 
session nowadays is deemed highly desirable, 
if not indispensable, by all except the lowest 
economic levels. Yet, in general, it seems 
indisputable that the relative absence of 
physical facilities is significant as a condition 
promoting conservatism in sexual morality ; 
consequently, it should be included in this 
analysis. 


VII 


The fear of pregnancy is another con- 
servative influence in sexual behavior. Sta- 
tistical studies of the effectiveness of various 
contraceptive measures have been made(7) 
but a moment’s reflection will show that such 
results are more or less irrelevant here. The 
data in studies of contraceptive effectiveness 
are gathered from the experience of married 
couples, whereas we are considering sexual 
relations outside marriage. Now it is one 
thing for a married couple, living safely 
within the boundaries of wedlock, to take 
certain risks; it is quite another matter for 
an unmarried couple to take the same risk 
of pregnancy. A 95% effectiveness, for ex- 
ample, may allay most of the fears of the 
married couple who wish to prevent preg- 
nancy but the remaining margin of 5% may 
cause considerable anxiety to unmarried 
persons who strongly desire to postpone 
marriage. Moreover, since the sexual rela- 
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tions of an unmarried couple often are con- 
summated in furtive haste, contraceptive 
devices may prove less effective, especially 
in view of the inexperience of the partici- 
pants. Statistical averages of contraceptive 
effectiveness (even when these are known, 
which is rare) may be small comfort to a 
specific individual. His attitude may be, “If 
it happens to me, the ineffectiveness is 
100%!” To those classes of individuals who 
try to plan carefully for the future, sexual 
intercourse outside marriage involves risks 
that may seem small to the statistician but 
loom as effective restraints upon impulse (8). 

The fear of pregnancy seems to operate 
as a stronger restraint upon the woman. 
Americans are fond of the “fifty-fifty” ar- 
rangement—it suggests complete equality— 
but the biological differences between the 
sexes do not suggest equality. Through the 
ages the woman has assumed the main bur- 
den of extramarital pregnancy and illegit- 
imacy. This difference combined with more 
intense desire on the part of the male leads 
the two sexes to evaluate the risks of preg- 
nancy differently. He may be more willing 
to “take a chance” ; she is intuitively cautious 
and conservative—at least up to a certain 
point of sexual stimulation. 


Vill 


Finally, our value system is opposed to 
the extension of heterosexuality. We live in 
a culture that places a high valuation upon 
“success.” We encourage ambition in our 
youth and applaud their achievements. The 
desire for success motivates the student in 
his schooling and gives shape to the curric- 
ulum. Meanwhile, heterosexuality is looked 
upon as a mysterious labyrinth of human 
relations where each person must find his 
own way and no one knows more than the 
rest. It is true that some effort is now made 
to inform young people about sex and the 
family but these are only small beginnings 
in an area of human relations that has been 
grossly neglected. 

This cult of success has its chief devotees 
among the male sex but women have been 
affected too, both directly as well as indirectly 
through the men in their lives. As a matter 
of fact, the emphasis upon success goals 


represents a pattern of life thoroughly con- 
sistent with our sex-denying traditions. In 
competitive striving, energy and interest are 
focussed upon nonsexual goals—money, sta- 
tus, fame, power. In this world of struggle, 
heterosexual relations are valued chiefly as 
interlude or relaxation but always as aux- 
iliary to the main business of living. ‘‘Love 
is of man’s life a thing apart” because his 
attention is fixed upon competitive goals. 

Indeed, some of the motivation for com- 
petitive effort may arise from sexual frus- 
tration. The relationship between frustration 
and aggression in individual dynamics has 
been pointed out by a number of psychiatrists 
and social psychologists(g). There are many 
motives for competition and the aggressive 
impulses arising from sexual frustration may 
be among these. Indeed, it may be that, if 
sexual restrictions should be reduced, com- 
petitive striving and achievement would di- 
minish appreciably. Based upon an investi- 
gation of 80 tribes, J. P. Unwin developed 
the theory that the advances of civilization 
are closely correlated with sexual restraint. 
By his data he claims to have substantiated 
the psychological theory that sexual en- 
ergy, through restraint, can be directed (sub- 
limated) into creative channels. Unwin’s 
methods have been challenged by a number 
of social scientists but his conclusions are 
pleasing to advocates of sexual conserva- 
tism(I0). 

In a day of international tensions and the 
threat of unprecedented destruction it is not 
surprising that many look upon Unwin’s 
correlations between the ‘“‘advances of civil- 
ization” and sexual restraint with a jaundiced 
eye. If the sorry plight of human civilization 
today is attributable, even in part, to sexual 
restraint, then a good case seems to exist for 
a less restrictive morality in the future that 
will not produce aggressive competition, war, 
and wholesale destruction. 

Be that as it may, unless new conditions 
determine otherwise, the trend in sexual 
morality in this country will probably con- 
tinue to be in the direction of fewer restric- 
tions, as suggested in the first paragraph. 
These changes are likely to be very gradual, 
however, for the social factors outlined in 
the present discussion are counterweights in 
the historical process. 
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THEORETICAL ASPECTS OF FRONTAL LOBOTOMY AND 
SIMILAR BRAIN OPERATIONS ' 


PAUL H. HOCH, M.D., New York, N. Y. 


Many questions arise in connection with 
observations made on lobotomized patients. 
The first question is whether or not frontal 
lobotomy and similar operations are specific 
or nonspecific. We know organic and emo- 
tional influences are able to alter psychotic 
and neurotic disorders. Intercurrent dis- 
eases often have a beneficial influence on 
mental sickness. Therefore, it would not be 
too strange to assume that traumatization of 
the brain by operative procedure can have 
the same effect. If that would be the case, 
any operation on the brain regardless of 
location would be able to produce results 
similar to those reported by frontal lobotomy. 
We believe that this question can be an- 
swered in the negative. 

A number of patients observed received a 
venous ligation. In this operation the veins 
of the frontal lobes were ligated, but no op- 
eration was performed in the brain itself 
which could be considered comparable to a 
frontal lobotomy. It was interesting to note 
that patients operated in this manner showed 
very little improvement and in those where 
some improvement was observed, with the 
exception of one, it was not lasting. We 
therefore concluded that frontal lobotomy 
and similar operations which interrupt cor- 
tical connections ‘have a certain specificity 
and cannot be replaced by any brain opera- 
tion. If we assume that the psychosurgical 
operations used today have some specificity, 
the next question is, must this operation be 
performed on the frontal lobe? 

Most studies made on the emotional altera- 
tion and on personality damage were all 
evaluated from the point of view of frontal 
lobe functioning. Recently, however, opera- 
tions were reported which Were pet forfaeT on 
the temporal, parietal, and even occipital 
lobes, claiming that mental disorders can be 
influenced by operations which are not exe- 
cuted on the frontal lobes. The theoretical 


1 Read at the 105th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, May 
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significance of these operations would be 
great if it could be demonstrated that inter- 
ference in the functioning of the other lobes 
has similar results to those of the frontal 
ones. Unfortunately, the evidence accumu- 
lated cannot be evaluated too well. The num- 
ber of patients who underwent nonfrontal 
lobotomy is comparatively small. The cases 
reported, however, show much less improve- 
ment than frontal lobotomized patients. Fur- 
ther investigations will, therefore, be neces- 
sary to decide this important issue. 

Soon after the question was ventilated— 
frontal lobe or not, Spiegel introduced thal- 
amotomy indicating thaf operations on the 
frontal lobe are not necessary and can be 
replaced by operative procedures on the 
thalamus. From a theoretical point of view 
it is important that alterations in the mental 
status of the patients were obtained by op- 
erating on the thalamus and not on the fron- 
tal lobes. 

Those who thought that intellectual func- 
tion and especially certain emotional be- 
havior patterns are localized in certain parts 
of the frontal lobe began to operate from 
the point of view of localization of function. 
It was claimed that upper quadrant opera- 
tions produced different effects from those 
of lower quadrant ones. However, the ma- 
terial is not sufficient to draw any such 
conclusions at present. We do not believe 
that any great difference as far as mental 
symptomatology is concerned can be shown 
differentiating upper and lower quadrants. 
There is, however, some difference observed 
if the operation is done too anteriorly or too 
much posteriorly. Aggression in patients is 
more easily released if the operation is too 
much forward. Aggression is much more 
cut and the patient is rendered more driveless 
and apathetic if it is done too far back to- 
ward the ventricle. 

Pool and Mettler tried to correlate some 
of the brain function with the Brodmann 
areas. Operations were performed on differ- 
ent areas, and claims were made that areas 
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9, 10, and 46 fulfill a specific function in 
the frontal lobe. We think that a sufficient 
number of patients showed improvement 
who were operated upon in other areas than 
mentioned above to throw some doubt on this 
hypothesis. 

If we look over the claims and counter- 
claims which were made for different opera- 
tions, the following thoughts emerge: (1) 
Are these observations qualitative in a sense 
that a certain area in the brain has a specific 
function? (2) Are the operations quanti- 
tative? Does this mean a certain amount of 
cortex has to be removed or its connections 
severed to produce observable results? If 
this is true, then it would be irrelevant 
where the operation is performed. The re- 
sults would be the same. Only a definite 
quantitative reduction of cortical function 
would be necessary. A quantitative opera- 
tion eliminates or diminishes the amount 
of cortical or thalamic areas functioning by 
cutting intercortical or cortico-thalamic con- 
nections. 

There are those who claimed that specific 
areas like 9, 10, and 46 (topectomy) or 
areas 9 and 10 (transorbital lobotomy) are 
functionally the most important areas in the 
frontal lobe but they achieved good opera- 
tive results because of the large number of 
cortical thalamic fibers in that region and 
not because these Brodmann areas have any 
specific function in relation to the psyche 
of the patient. 


Hassler, Jung, and others 
demonstrated that the possibility exists that 
every area in the cerebral cortex has a rep- 
resentation in the thalamic nuclei and that a 
double-track dircuit to and Trom the thalamus 
exists. “The relationship between cerebral 
cortex and the thalamus is a very intimate 
one. No irritation of the cortex can take 
place without also_irritating” fhe thalamus. 
Even if we do not want to assume that a 
functional unit exists between cortex and 
thalamus, it is safe to say that a circuit 
exists between the cortical gray and the 
subcortical gray, and that the two gray mat- 
ters mutually influence each other. 

Today the connections between the frontal 
lobe and the thalamus are especially em- 
phasized. However, it is necessary to recall 
that the long association fibers connecting 
the cortical areas of different lobes are 


also of great importance. These connec- 
tions within the cortical areas and with the 
thalamus explain why, after frontal lobot- 
omy, the alterations of psychic functioning 
are comparatively small. The basic intellec- 
tual and emotional functioning of the indi- 
vidual remains intact after frontal lobotomy, 
even though the more subtle cognitive and 
conative performances are interfered with. 
If the basic functions of the person were to 
be concentrated in the frontal lobes, we could 
expect very serious alterations of the per- 
sonality function after frontal lobotomy. 
This, however, is much less than prior 
theories on the function of the frontal lobe 
have indicated. Most likely when parts 
of the frontal vom the 
other parts of the brain, the other cortical 
areas are-able to take over. We conclude, 
based On observations on operated patients, 
that the basic intellectual and emotional life 
of the individual which is necessary for his 
personality functioning is not localized in 
the frontal lobe alone, but is distributed all 
ver the cortical areas and in the correspond- 
ing thalamic regions. This does not exclude 
the possibility that the highest symbolic func- 
tions—creativeness, planning, and the fusion 
of emotional and intellectual performances— 
are performed by the frontal lobe. Further- 
more, the diffuse distribution of psychic 
functioning in the thalamus and brain cor- 
tex does not mean that the brain always acts 
as a whole, but that these functions are dis- 
tributed and safeguarded by a diffusion of , 
this function all over the cortex. There are 
concentrations of function in certain areas 
and these certain areas can interfere more 
than others in the psychic function of the 
individual. However, the hypothesis that 
elementary intellectual and emotional func- 
tioning can be localized in certain areas, and 
that centers exist for basic personality traits 
and drives is not tenable. The circuit con- 
nection between the cortex and the thalamus 
explains that personality alterations can be 
achieved by ablating cortex, operating on 
the thalamus, or by cutting connections be- 
tween the thalamus and cortex. To achieve 
therapeutic results it will be necessary to 
remove a certain amount of cortex or to 
interrupt a certain amount of cortical thal- 
amic connections. If not enough pathways 
are cut or not enough cortex is detached, 
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f no improvement will result. If too much 

| is damaged, rather marked personality dam- 
ages are produced. We do not want to con- 
vey the idea that other factors do not enter 
in causing personality changes. The previous 
personality organization is certainly of im- 
portance. Nevertheless, we believe that the 
Qjuantitative factor, especially in relation to 
pathway connections, should be carefully 
studied and evaluated. 

After we have briefly and somewhat super- 
ficially discussed the implications of lobot- 
omy concerning brain functions, we shall 
consider in a general way what happens to 
the psyche of the individual who undergoes 
frontal lobotomy. In order to judge accu- 
rately what happens, the ideal would be to 
have normal individuals undergo such an 
operation. The postoperative damage is dif- 
ficult to judge in schizophrenic patients, 
especially those in which deterioration is 
present. In some instances postoperative 
damage was assumed where actually the 
changes were due to the schizophrenic. 
process. 

Mentally well-integrated individuals who 
undergo frontal lobofomy are those who 
fer from intractable pain. This case material 
is, however, not fully comparable to lobot- 
omized mental patients because the operation 
is usually only performed unilaterally. How- 
ever, in some cases bilateral lobotomy was 
performed and this was then used as a 

. comparison. In these intractable pain pa- 
«tients after lobotomy, the following was ob- 
served with individual variations: (1) In- 
tellectual impairment is not demonstrated. 
All psychological tests indicate the same. 
How far superior intellectual functioning 
like creativeness, planning, etc., is interfered 
with, however, is not yet reliably ascer- 
tained. (2) A certain complacency is noticed. 
(3) There is reduced vivacity. Some pa- 
‘tients appear to be emotionally dulled or 
_ flattened. A reduced alertness under ego 
involvement is noticeable which has two 
4 parts: (a) The patient’s anticipation of what 
will happen next is diminished and (b) the 
evaluation of body sensations is reduced. 
Hypochondriacal preoccupations are mark- 
edly diminished. The alteration in the pain 
experience, however, is the most important 
one. Formerly the pain dominated the pa- 


tient. It intruded into everything—how he 
felt, thought, or what he contemplated. Af- 
ter the operation he still feels the pain; the 
perception of it is unchanged, but he is 
not concerned with it. The dominance is 
eliminated ; the patient can turn his ego func- 
tions elsewhere. 

Formerly psychophysiological evaluations 
stressed the importance of the sensory per- 
ception per se. If we block or reduce the 
flow of sensory impulses to the brain, the 
pain disappears. Sedation accomplishes the 
same by dulling the perception. Neverthe- 
less, the awareness and the concern over 
its source remain. Under opiates, for in- 
stance, even though the pain is diminished, 
the anticipation that the action of the drug 
will wear off remains and the concern for the 
origin of the illness is constantly present. 
With the use of intravenous sodium amytal 
the situation is different and has been ob- 
served to be similar to that in cases under- 
going frontal lobotomy. The patient becomes 
unconcerned and quite relaxed. The anxiety 
which is so clearly mixed with the pain ex- 
perience is gone. The pain perception is, 
however, not present as it is after lobot- 
omy. Patients are not only unconcerned 
about pain, but they state that they do not 
have it. Hypnosis is able to produce similar 
alterations in pain perception, like amytal, by 
dissociating the whole pain experience from 
awareness. 

We have to conclude from all these 
observations that we have a primary post- 
operative awareness of sensory stimuli and 
a secondary integrative awareness which 
incorporates, sensory stimuli into the ego. 
This is a peculiar assimilating and detaching 
function. The ego registers the stimulus and 
then responds to it. This response can in- 
tensify the original stimulus or reduce it. 
This function of the ego is not that of per- 
mitting or not permitting the entrance of 
the perception into conciousness, but after 
it has permitted its entrance and recognized 
it, it does not acknowledge its importance. 
Sensory stimuli are, therefore, not simply 
perceived, but another more complicated 
and not yet fully understood mental process 
of attachment or detachment modifies the 
primary sensory perception into a secondary 
awareness of caring or not caring. Quite 
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often these patients state they still have the 
pain, but they do not act like persons who 
have it. It is not yet clear if the quantity of 
the stimuli received from the periphery is 
related to the extent of the lobotomy or not. 
We believe that the observations made 
on cases with intractable pain give us a clue 
to changes seen in mental patients who have 
undergone frontal lobotomy. It is generally 
agreed that certain abnormal mental mani- 
festations like phobias, obsessions, halluci- 
nations, and delusional experiences are best 
influenced. The patient’s behavior toward 
his symptoms is very similar to that observed 
in pain patients. At first they are dominated 
by the symptoms; the ego is defenseless 
and overpowered. The repetitive obsessive 
nature of such experiences is well known. 
After the operation all the symptoms are 
still present, but the attitude of the patient 
toward his symptoms has changed. He still 
has them, but he is nor dominated by them 
and is able to live with them, It 1s important 
to point out that as far as we know today, 
based on inadequate follow-up studies, the 
basic structure of the nuroses and psychoses 
remains unchanged. Some patients who un- 
derwent psychosurgery show in general after 
operation unchanged dynamics. The reten- 
tion of basic psychodynamic structures is 
clearly seen in schizophrenic patients. But 
even though the basic structure is apparently 
unchanged marked alterations are seen in 
the patient’s behavior. His ego defenses are 
definitely lowered. The’ pafient is not afraid, 
not self-cofiscious ; contact with the environ- 
ment is readily made; the tendency to self- 
evaluation in relationship to social anxiety is 
gone. Patients who were blocked in psycho- 
analysis in associating traumatic material 
now do it quite easily. The conflictual situa- 
tions, however, are still indicated and per- 
ceived but not reacted to. It is especiall 
striking to see that anticipation of failure 
is not entertained. The patient is hopeful 
of mastering previously defeating situations 
or he accepts personality defects and is not 
upset by them. Repetitive dominance symp- 
toms, especially depression, hallucinations, 
and delusions, diminish if they are evolved 
on the basis of inferiority feelings or 
feelings of nonperformance. Disintegrative 
symptoms, however, are also influenced if 


the operation does not come too late. The 
results in deteriorated schizophrenics are not 
impressive if one expects recovery. De- 
terioration is as formidable a barrier to the 
effectiveness of frontal lobotomy as it is 
to all other therapies. 

The sexual behavior of lobotomized pa+ 
tients deserves intensive study. This is now 
underway but at present not much is known 
about it. Some patients who were very in- 
hibited now indulge normally in sexual 
activity and others even excessively. In 
many patients, especially schizophrenic pa- 
tients, the sexual habits did not change but 
the varying grades of deficiency were ac- 
cepted and they have now no disturbing ef- 
fect on the patient. 

We must also spend a little time on the 
personality damage problem which is an im- 
portant part of the operative results. This is 
even more difficult to assess than the ap- 
praisal of recoveries. The different opera- 
tive procedures damage the brain to a 
greater or lesser extent. The most damag- 
ing is the translateral form_otf lobotomy ; 
somewhat less is the topectomy ; and least is 
the transorbital form of lobotomy. The per- 
sonality damage which occurs in thalamotomy 
is still not fully assessed, but seemingly there 
are personality alterations similar to those 
seen in lobotomies. Spiegel claims that the ex- 
tent is much less than after frontal lobotomy. 
If it could be demonstrated that permanent 
personality alterations after thalamotomy are 
similar, even though quantitatively less 
marked than after lobotomy, it will indicate 
that personality damage can be produced 
not only by operating on the frontal lobe, 
but also on the thalamus. The brain damage 
can best be assessed in nondeteriorated pa- 
tients. Intensive and extensive psychological 
investigations show practically nothing. This 
is as valid for intelligence tests as for per- 
formance, projective technique tests, and 
psychophysiological test situations. This 
does not mean that such a damage does not , 
exist; it only indicates that our present 
methods of testing are too crude and new 
ones will have to be devised. The highest 
symbolic functions like planning, foresight, 
and creativeness, which can be demonstrated 
clinically as being impaired, do not show up 
in tests because we do not have tests which 
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reliably demonstrate impairment in these 
mental functions. 

Clinically, the most conspicuous damage 
is a certain inertia or apathy. The patient 
has no sustained effort, especially concern- 
ing intellectual performance, no drive to cre- 
ative achievement. Sublimated tendencies 
are impaired ; there is very fittle anticipatory 
goal setting present and no foresight. If 
the patient sets a goal for achievement, he 
does not_use new methods for achieving it, 
but Wanipulates only the methods known to 
him (Halstead). The Gestalt configuration, 
however, in the sense of Goldstein is intact. 
A “don’t care” attitude, day-to-day living in 
happy equanimity, is present in many pa- 
tients as seen similarly in primitives or chil- 
dren. of emotions’ experience is 
reduced.” Social sentiments are often also 
impaired by a careless and uninhibited be- 
havior. The question arises—are these per- 
sonality impairments, which by the way in 
a number of patients are not permanent, due 
to an organic brain damage per se, or are 
they the sequence of the elimination of 
anxiety, tension, and ego awareness? Both 
possibilities can be discussed. We_believe 
that is the more fruit- 
ful. Our society is built on a certain amount 
of anxiety. Without it, no socialization of 
the human being would be possible. All cul- 
tures have it to a varying degree. Anxiety 
is, therefore, used as an ego regulative func- 
tion against other drives and if sublimated 
it performs as creative energy. If all tension 
and anxiety are cut and self-evaluation be- 
comes indifferent to the individual, the setting 
of goals, plans, and anticipatory activities 
changes into complacency. We believe that 
intelligence is utilized differently regardless 
of whether such a driving force is present 
or not. It is logical to assume, therefore, that 
the elimination of anxiety obsessiveness is 
inexorably connected with personality dam- 
age. However, this does not mean that brain 
damage is absolutely necessary to achieve 
results even though some maintain this 
view. We do not know the optimum opera- 
tion yet. It is possible, as some of the re- 
covered cases indicated, that the operation 
balanced well between symptom reduction 
and damage. In most instances today we 
probably damage more than necessary. Our 
present methods of operation are still very 


crude and not reliable, but the question is 
open and will have to be investigated further. 

Frontal lobotomy points to a very impor- 
tant problem in therapy. Most of our psy- 
chiatric treatments, and especially psycho- 
therapeutic ones, mainly consider the quali- 
tative approach to the disease. We try to 
find out by analyzing the psychodynamic 
factors of the case what conflicts in what 
constellations produce the emotional dis- 
order. We overlook the fact that many of 
these conflicts can be present in a person, 
and he still does not show an emotional dis- 
ease until the symptoms become so marked 
that he is obsessed by his fears or is domi- 
nated by his hallucinations and delusions. 
Psychotherapy at times is able to reduce the 
impact of these obsessive symptoms on the 
patient if they are not too strong. Sodium 
amytal or shock treatment is able to reduce 
temporarily the pitch of this emotional domi- 
nation and, in a manner of speaking, is able 
to put the patient back into his own hands. 
Frontal lobotomy does the same but in a 
more permanent way. Therefore, we are 
dealing here with a quantitative treatment 
which leaves many of the underlying con- 
flicts unimpaired, but somehow the patient 
does not perceive the conflicts any more and 
is not disorganized by them, permitting him 
to function. We believe that this quantita- 
tive aspect of the symptom in an emotional 
disorder is of great importance and will 
have to be studied in detail, particularly in 
relation to the quantitative aspects of the 
problem. 

Quite a number of psychiatrists object to 
shock treatment, or frontal lobotomy, be- 
cause they say it is only a symptomatic treat- 
ment, like giving the patient a sleeping pill 
when he suffers from insomnia. At this 
point, however, we should recall the some- 
times forgotten fact that we do not know 
the etiology of most mental disorders ; there- 
fore, the hypothesis that psychodynamic ex- 
planations illuminate the etiology of these 
disorders is only an assumption. It is 
quite possible that psychotherapy in many 
of these cases is on a par with symp- 
tomatic treatment, because many of the 
deeply etiologic foundations are still ob- 
scure. In most of our treatments what we 
actually are achieving is an emotional ampu- 
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on is ation, in a sense that we prevent a conflict ferent kinds, organic and psychoanalytic, 
rther, [rom remaining dominant in the patient’s where even though the patient appeared to 
ind. Fundamental reconstruction of the be quite well many fundamental aspects of 
- psy- personality, as in a serious mental disease, is the personality organization which were re- 
vcho- |:ill more in the realm of wishful thinking lated to the mental symptomatology remained 
quali- than in reality. It is conceivable that, in unaffected by the therapy. 
rv to |the more superficial of the neuroses, such a Frontal lobotomy is not only an important 
namic |{undamental reconstruction can be achieved. tool in the treatment of clinical mental dis- 
what |In some of the deep-seated neuroses and in orders, but we believe it will also be of great 
dis- [he psychoses, however, this was not too theoretical importance. It is hoped that the 
ay of |onvincingly demonstrated. We had the op- gap between psychodynamics and brain func- 
srson, portunity to examine a number of patients tion can be somewhat narrowed by investi- 
| dis- who received prolonged treatments of dif- gating the patients from both points of view. 
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THE HOSPITAL TREATMENT OF DEMENTIA PRAECOX: PART II? 
E. ALDEN ELLISON, M.D., ann DONALD M. HAMILTON, M.D. 
White Plains, N. Y. 


INTRODUCTION 


This is the second part of a study of the 
hospital treatment of dementia preecox. The 
first part was a study of 100 women ad- 
mitted consecutively to the New York Hos- 
pital-Westchester Division between 1942 and 
1946. The present study is concerned with 
100 men patients in the same diagnostic 
group admitted during the same time period. 

A third of these patients were admitted 
on voluntary status, the remaining two-thirds 
on court order. The average age was 27, 
with a range of 15 to 50; almost 90% were 
below the age of 35. As a group they en- 
joyed superior cultural and educational ad- 
vantages, two-thirds being on the college or 
graduate school level. Of the 100 cases, 
50 were diagnosed as suffering from the 
paranoid type of dementia przcox, 37 from 
the catatonic type, 7 from the hebephrenic 
type, and 6 from the simple type. 


FAMILY History 


The family histories revealed psychosis, 
neurosis, alcoholism, or psychopathic per- 
sonality in two-thirds of cases. In one-third, 
evidence of psychopathology was observed 
in ‘the immediate family group of parents 
or siblings. One or both parents had suf- 
fered a psychosis in 10 cases, 7 had a psy- 
chotic sibling, and 10 had suicides among 
their antecedents. Of the parental suicides, 
only the mothers were implicated. 

Of etiologic importance in one-third of 
instances was the fact that the stability of 
the home had been broken in the patient’s 
infancy or early childhood by death, includ- 
ing suicide, psychosis, divorce or separation 
of parents. A patient of 17, whose father 
had deserted when he was 4, suffered a 
disappointment in love, became disorgan- 


1 Read at the 105th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, 
May 23-27, 1940. 

From the Clinical Service, The New York 
Hospital—Westchester Division, White Plains, New 
York. Dr. James H. Wall, Medical Director. 
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ized, and wandered about the high schoo 
in a bizarre manner, calling the principal, 
the school coach, and other male figures 
“Father.” Just previously he had _ visite 
the New York City aquarium and, after 
observing the bones of various fossils, stated 
that he did not believe his father was dead 
because none. of the bones there looked 
like those of his parent. In some instances, 
a vindictive mother made an aggressive at- 
tempt to destroy or disparage the child’ 
memory of the absent father. 

The personalities of the parents stood 
out distinctly in this study. Eighty per- 
cent of the fathers were poor models; one. 
third appeared as domineering types, in some 
instances cruelly sadistic, and many of 
their sons reacted as though overwhelmed 
by this aggression, becoming passive and in- 
adequate personalities in adulthood. Promi- 
nent among this group of fathers was the 
economically successful man who was “al 
business,” interested in his son’s maturation 
only from the standpoint of holding before 
him as a threat the ideal of material success 
without attending to the development of the 
emotionally healthy aggressive qualities nec- 
essary thereto. 

Where the family constellation contained, 
in addition to the father, an older brother 
of the aggressive type, the patient was 
prone to merge the two threatening figures 
into one, thereby increasing his anxieties 
and feelings of inadequacy. Patients with 
such background reacted poorly to treatment 
and made up a great proportion of those who 
failed to recover. 

In contrast to this group of aggressive 
male parents was another one-third of 
fathers who proved inadequate because of 


easy-going indifference, emotional instability, 
or extreme passivity. One such father, hus 
band of a woman self-described as “boss 
of the home,” was banished to the kitchen 
whenever company called and had _ been 
reduced to a menial position in the family 
business. His son proved impotent on his 
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wedding night and nearly succeeded in com- 
mitting suicide. Fourteen of the fathers had 
little direct contact with their sons, having 
eft the home in the patient’s early life 
through death, desertion, or separation. 

A study of the personalities of the mothers 
revealed in three-fifths an exaggerated over- 
protectiveness and oversolicitude for their 
ons. Half of these were of aggressive 
make-up, concealing strong feelings of re- 
jection by their oversolicitude. The other 
half were described as easy-going, quiet, or 
ineffectual, employing an oversolicitous at- 
titude as a defense against their own inade- 
qacies. Seven of the aggressive mothers 
had rejected their children outright, turn- 
ing them over to governesses or placing them 
with relatives while they pursued a career 
untrammeled by the burden of motherhood. 
One aggressively minded mother, who in- 
sisted on taking an apartment near the hos- 
pital in order to be close to her 30-year-old 
son, spoke as follows: “We must do some- 
thing for John that is really constructive. 
We’ve got to push him into things. He must 
not be allowed to be idle. I have a heart 
condition, you know, and he worries so about 
me, dear boy—he gets so upset if I don’t 
get up to see him each time.” When the 
mother died a year later, the patient passed 
into a state of ecstatic exhilaration. Patients 
whose family constellation contained an 
dlder sister of the quiet, sympathetic type 
were prone to turn to her for a more tender 
sort of mother relationship. Thirteen of 
the mothers had a minimal contact with 
their sons, having been removed from the 
family scene in the patient’s early life 
through death, suicide, or separation. It was 
this combination of aggressively domineer- 
ing, yet rejecting fathers and the oversolici- 
tous mothers which was dynamically related 
to the development of an excessive passivity 
and dependence found among three-quarters 
of these patients. 


PERSONALITY DEVELOPMENT 


Physical Factors.—One-half of the cases 
showed some prominent physical or consti- 
tutional factor related to the eventual per- 
sonality maladjustment. A third of these had 
some defect in the genital apparatus such as 
a small phallus, undescended or partially 


descended testicles, an associated hernia. A 
number of these genital defects had been 
treated surgically in infancy with consid- 
erable emotional trauma resulting. Among 
many other patients, surgical procedures in 
early life such as tonsillectomy, appendec- 
tomy, and hernia operations caused severe 
anxiety reactions which seemed related to 
excessive anxiety in their adult personalities. 
One mother, in trying to recall possible 
traumatic factors in her son’s life, related 
how “He screamed and carried on so bad it 
took 4 nurses to put him on the table and 
hold him while the circumcision was done” 

Another third of these cases revealed a 
history of multiple physical factors. Some 
of these patients had been born prematurely. 
Others were underweight, delicate children, 
and all suffered severe or repeated illnesses 
in infancy, among which infections and 
allergic disorders were prominent. 

Still another third displayed an abnormal 
developmental pattern, being handicapped by 
lateness in walking or talking, speech diffi- 
culties, hypomotility or incoordination, ex- 
tremes of size. Concern over rapid increase 
in body size proved as hampering as the 
self-consciousness produced by small stature. 
The asthenic habitus noted in one-half of 
cases was a serious handicap to the mobiliza- 
tion and expression of instinctual aggression. 

Physical illness or psychomotor abnor- 
malities had served to enhance the overso- 
licitousness of the mothers, in some instances 
leading to an excessive mother attachment 
that was later broken with extreme difficulty 
or not at all. 

Psychosexual Development.—Inadequacies 
in psychosexual development paralleled the 
high incidence of purely physical factors. 
Thirteen patients had more than the usual 
difficulty with enuresis, some persisting up to 
the age of 15. A quarter of patients verbally 
expressed a marked conflict over masturba- 
tory activity. It was noted that many pa- 
tients did not employ manual masturbation 
but instead rubbed against bed clothes. 
These patients were notably passive and de- 
pendent and could not come to grips with 
life. One patient of superior intellectual 
ability failed in college adjustment be- 
cause of the emotional reactions attendant 
on masturbatory guilt. Following each in- 
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dulgence, his attention in the classroom was 
distracted by anxiety lest the professor 
spring a “surprise test.” 

Masturbatory guilt emerged as a distinct 
prototype for that felt in reaction to hetero- 
sexual situations. Of the 75 unmarried 
patients, 60 entirely avoided the opposite 
sex in the period of late adolescence or young 
adulthood. This group included the “girl- 
shy” who showed no apparent interest in 
the other sex, compensating through mas- 
turbatory fantasy (often of an incestuous 
or homosexual nature), exclusive preference 
for the same sex, attachment to a mother 
or sibling, or narcissistic focus on their 
health; 10 of these were functioning at an 
overt homosexual level. The remaining 15 
patients had relationships with prostitutes or 
older women, compulsively forcing them- 
selves into heterosexual situations in which 
they failed through self-consciousness, 
mounting anxiety, and impotence. Of the 
25 married patients, sexual adjustment was 
marred by premarital indecision, impotence, 
extramarital affairs, perverse practices, or 
fear of becoming fathers in 16 cases. Fol- 
low-up studies revealed that in 14 cases the 
marriage bond was broken; by divorce in 
7 cases, by suicide in 2, and long illness 
with poor prognosis in 5. 

An introverted, shut-in personality was 
present in one-half of cases. These were 
described by the relatives as shy and sensi- 
tive, quiet and reserved, “‘lone-wolf,” serious 
and studious, overscrupulous and religious, 
very passive or phlegmatic, One-quarter of 
patients were depicted as “outgoing,” but 
this was usually based on physical attrac- 
tiveness or some single ability. Twenty-three 
of these, most in the catatonic group, were 
outstanding athletes of pleasing appearance 
who attracted friends passively without 
making any particular social effort. The 
remainder of patients was made up of an- 
tagonistic, rebellious personalities of the 
“pseudo-aggressive” type, prone to make 
friends of inferiors. The poor social adjust- 
ment of these patients as a group is mirrored 
by the paucity of interests in the avocational 
or extracurricular fields. About one-half of 
the patients had no hobbies or recreations. 
One-quarter had athletic ability and these 
made up the greater proportion of those 


described as “outgoing.” Another quarter of 
patients held interests in the field of art and 
literature, philosophy and religion, or me 
chanics; such pursuits were consciously fol- 
lowed in some cases as a means of avoiding 
social contact. 

An examination of the vocational and 
scholastic achievements of this group re- 
vealed a notable lack of success in meeting 
life’s competition. Half of the cases were 
either students or recent graduates without 
work positions at the time of their psy- 
chosis. Thirty-three had had their education 
interrupted by mental illness. One-third had 
never had any calling, had held jobs for 
short periods, or had made an inadequate 
adjustment in the setting of ambitious but 
inefficient Of the whole group, 
only 15 had “made their mark” through 
realistic effort and adult toughness in meet- 
ing competition. Most of who _ had 
“succeeded” displayed a paranoid type of 
reaction. This failure of the schizophrenic 
to develop the healthy aggressive competi- 
tiveness demanded of his sex is accentuated 
by the cultural conditions imposed by war. 


striving. 


these 


Of the 17 patients who entered the military 
service, 14 were discharged because of men- 
tal illness. 

qualities of 


The increased emphasis on the 

virility and aggressiveness in 
times of war imposes a severe strain on the 
man with essentially feminine identification, 
The constitutionally ill-prepared personal- 
ity, conditioned to passivity by an aggressive 
father and an oversolicitous mother, labors 
at an inordinate disadvantage under war 
stress. 


PsyCHOSIS 


Etiological Factors—The inadequacy of 
the schizophrenic in “coming to grips” with 
life is well dramatized at the time of psy- 
when the facts of life and the 
mechanisms of psychopathology are “writ 
large.” The factors precipitating the break 
with reality in this series of 100 men were 
found in overwhelming proportions in the 
areas of sexual or career strivings. Forty- 
three patients developed a psychosis in re- 
sponse to heterosexual or homosexual con- 
flict; 29 of these were unable to meet 
the heterosexual issues of courtship, engage- 
ment, marriage, or pregnancy. The ma- 
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jority of these had reacted with illness to 
the impact of rejection by a member of the 
opposite sex. The remaining 14 were unable 
to accept the compromise of overt homo- 
sexuality without the development of psy- 
chotic symptoms. 

A third of patients reacted with psy- 
chosis to failure in scholastic, vocational, or 
military performance. Sixteen of these be- 
came ill at school or work, and 17 in the 
setting of the war situation. With the latter, 
the threat of being drafted or actual draft 
rejection appeared as effective a precipitat- 
ing factor as actual military service, which 
led to intense feelings of inadequacy over 
military performance. The adequate adjust- 
ment of siblings or parents in the military 
service enhanced the precipitating force of 
this factor. 

Seven patients became ill following physi- 
cal illness and an equal number in response 
to death or mental or physical illness among 
close relatives. The precipitating factors in 
10% of patients were obscure. One patient 
was reported by the relatives to have been 
“queer and different” since birth. 

Psychosis.—The displacement of con- 
sious by unconscious factors that occurs 
at the time of psychosis illuminated the life 
problems of these patients. Particularly, 
the schizophrenic’s indecision whether to 
assume fully life’s responsibilities or to 
continue enjoying parental protection was 
portrayed in gross terms. A third of pa- 
tients enacted an intense hostility toward 
one or the other parent, a feature suggested 
also by many other patients. Motivated both 
by guilt over these hostile feelings toward 
the parent, and inadequacy about their fail- 
ure to direct this energy constructively to- 
ward the outer world, such patients continued 
to dramatize their conflicts after coming 
to the hospital. They vented their hostility 
toward members of the hospital personnel 
tepresenting parental surrogates, whereas 
others reacted to their difficulties by making 
obsequious, submissive efforts to merit ap- 
proval. A 16-year-old student, the son of a 
successful self-made man, came to the hos- 
pital after being taken to task by the father 
for his failure in school work. He insisted 
that the hospital could not help him be- 
cause—“It’s just a waste of time and money. 


But my father is so damn dumb, he’ll never 
learn. Let him spend all his money on me 
if he wants to.” At another time he stated: 
“T’d like to be an accountant, but he’s a 
self-made man and I see no reason to 
continue my education. Dad has spent too 
much dough on me—never spends anything 
on himself—that makes you feel crumby at 
times.” The patient was seen through 
several elopement threats and refusal to be 
transferred to a better hall after a course 
of four shock treatments, to which he 
strongly objected but responded by coming 
out of a markedly regressed state. After 
he had ventilated his hostility toward the 
therapist to a sufficient extent, he was able 
to accept a visit from his father and start 
a correspondence course as preliminary to 
renewing his school adjustment. The ther- 
apist’s concluding note points to the value of 
catharsis: “As he and his father were being 
taxied down the hill, young Robert was ob- 
served by the physician having a very good 
time thumbing his nose at the hospital build- 
ings.” This patient has since completed his 
college education and made a good work 
adjustment. 

As might be expected from the nature of 
the precipitating factors, many of these pa- 
tients dramatized in their illness their sexual 
conflicts or needs. The amorous gestures 
toward female personnel by the patient who 
felt that “You've got to have intercourse or 
you're not a man” were as expressive as 
the approach of another patient to his male 
physician. Having shaken hands by passing 
his right hand under his left leg, he would 
then punch slowly at the physician and say: 
“Of course, you're only going to box my 
ears.” His alternate mode of approach was 
to lay his hand on the physician’s thigh or 
shoulder and murmur: “Get common feel- 
ing.” Following his recovery he went to 
manage his mother’s farm in the absence of 
his father overseas. He wrote to the physi- 
cian as follows: “I have been chopping 
wood and milking cows. Although it’s a bit 
hard on the limbs, it’s much easier to chop 
than milk. However I’m plodding along on 
one of the easier cows and will soon be 
an amateur first class.” 

About half of the patients in their illness 
expressed their homosexual orientation in 
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symbol or pantomine. However, in most 
instances, further scrutiny of their trend 
and behavior failed to reveal a drive toward 
overt homosexual activity. Their concern 
in this regard appeared to be more an expres- 
sion of self-depreciation on the basis of 
feelings of inadequacy, their passively con- 
ditioned personality, and inability to effec- 
tively channelize their instinctual aggression. 
The patient who verbally deplored his homo- 
sexuality put his problem more funda- 
mentally by saying: “When people get 
mad at me, I wish I could get mad back 
at them. There’s a voice which tells me to 
hate and I do for a little while and then it 
passes off. I thought it would be a good 
idea to snap out of this illness, but that 
would mean I’d have to be like other people 
and be a pusher—sort of aggressive-like.”’ 

The clinical patterns displayed by these 
patients as a whole further bore out the 
schizophrenic’s indecision over aggression 
and passivity. In some patients, unrelieved 
hostility was seen as the clinical keynote 
until the recovery process set in. In others, 
a prevalent passivity was the distinguishing 
feature. Other patients fluctuated between 
modes of hostility and passivity, or sought 
to protect themselves from their hostility 
through obsessive behavior. Seven patients 
expressed their intense craving for passivity 
by demanding emasculation. Illustrative is 
the patient with a strongly religious trend 
who refused food in order to do “penance” 
and repeatedly pleaded for a surgical pro- 
cedure to relieve him of the burden of mascu- 
line responsibility: “The operation would 
be an advantage to me because I am a little 
wary about bearing children in such a world 
as this. Furthermore, it would give me more 
time for study and the contemplation of God 
the Father. My father would pay for the 
operation and I could make up the money 
later.” 


TREATMENT 


In this group of men as among women 
patients suffering from dementia przcox 
previously reported, it was found that a 
majority displayed a capacity to develop a 
workable relationship with the physician. 
They responded to an intense interest in 
their problems and to an understanding of 


their struggles to make some sort of adap. 
tation to them. These patients generally 
showed an awareness of the faith of the 
physician in their personality assets. 

A positive relationship between the physi- 
cian and the patient was often aided by 
allowing the patient’s personal physician to 
play a substantially permissive role with him, 
rewarding him by added opportunities for 
self-expression and independence as he im- 
proved. Another physician, often one in an 
administrative capacity, assumed the respon- 
sibility for curtailment of privileges or other 
frustrations. Thus the psychiatrist having 
the closest personal contact was relieved of 
having to face the patient’s hostility which 
would under other circumstances be directed 
toward him, and this permitted this physi- 
cian to play a more constructive role in the 
patient’s re-education. This technique al- 
lowed the patient to have an outlet for his 
hostilities but toward an individual with 
whom he had little personal contact, thus 
relieving him of much anxiety. Comparable 
techniques were used in helping the patient 
live out deep-seated hostilities toward mother 
figures by making available women nurses 
who could play positive and negative rdles. 
In this manner needs for passivity and ag- 
gression are satisfied. This working out of 
such problems of transference requires a 
very close relationship between physicians 
and nurses who are well trained, experienced, 
and mature. The physician in conference 
with the nurse enlightened her as to the 
dynamic background of the patient’s prob- 
lems being lived out in the drama of his 
psychotic behavior. 

Many men patients poured out in their 
illness aggressive and hostile feelings long 
repressed in reactions to dominating, 
overwhelming fathers, and _ oversolicitous 
mothers. Although the quantity of the ag- 
gressiveness displayed by patients is patho- 
logical and this causes us real problems in 
management, this behavior of self-expression 
may be normal qualitatively. Restraint 
whether by packs, prolonged baths, or elec- 
tric shock treatment should be ordered only 
after careful weighing of the advantages and 
disadvantages of such restrictive measures. 
We must bear in mind that the dementia 
precox patient has been too often over- 


1949 | 


whelme 
less Use 
further 
interest 
hehavio 
excited 
times 1 
gress 
of reas 
results 
give 
spparel 
This g 
of rea 
manage 
Fror 
luring 
they re 
tivity 
than 
warmt! 
of 
give al 
rertain 
recogn 
tients 1 
respon 
greate: 
relatio 
can be 
ff the 
and tr 
of hel 
form 
The 
of the 
Patier 
levels 
more 
the he 
hospit 
nursir 
years. 
in wo 
denial 
acute 
ness, 
Men 
relatic 
mode 
and r 
were 
patier 


[ Dee, 


of adap. 


renerally 
1 of the 
1e physi- 
uided by 
sician to 
vith him, 
ities for 
s he im- 
ne in an 
respon- 
or other 
t having 
ieved of 
which 
directed 
is physi- 
le in the 
ique al- 
for his 
ial with 
ict, thus 
nparable 
> patient 
1 mother 
1 nurses 
ve roles, 
and ag- 
x out of 
juires a 
LySicians 
rienced, 
nference 
; to the 
’s prob- 
of his 


in their 
igs long 
linating, 
olicitous 
the ag- 
patho- 
lems in 
pression 
-estraint 
or elec- 
‘ed only 
ies and 
easures. 
ementia 
n over- 


1949] 


E, A. ELLISON AND D. M. HAMILTON 


459 


whelmed by forces outside himself. A care- 
ess use of restraining treatments may only 
further the turning away of energy from 
interest in the environment toward autistic 
ehavior. The aggressive activity of an 
excited patient may represent one of the few 
jimes in his life he has ever dared to ex- 
oress himself freely. Careful formulation 
of reasons for, and contemplated positive 
results from, restrictive treatments should 
given patients whether or not they show 
parent awareness of the explanations. 
This group of patients displayed evidence 
of reacting in a positive fashion to such 
management. 

From conversations with these patients 
luring convalescence it was apparent that 
they responded with more feeling and sensi- 
tivity to what was happening about them 
than was objectively apparent. A display of 
warmth by the physician even to the point 
of demonstrative affection such as we would 
sive an infant or young child is indicated at 
ertain levels of regressed behavior. The 
recognition of the emotional needs of pa- 
tients together with an appropriate emotional 
response on the physician’s part was of 
greatest importance in the psychotherapeutic 
tlationship. Technical skill of this order 
an be developed only after careful study 
of the patient’s life history, his behavior, 
and trend in his psychosis plus a good deal 
of help from one’s own unconscious in the 
form of intuition. 

The place of female nurses in the treatment 
of these patients could not be overestimated. 
Patients were often regressed to infantile 
levels and, as could be expected, responded 
more definitely to feminine personalities. On 
the hall for most disturbed patients in this 
hospital, the proportion of female to male 
tursing staff has been as 2 to I in recent 
years. The positive response to this increase 
in women nurses has been definite and un- 
leniable, particularly in the shortening of 
acute excitement, lessening of combative- 
ness, and a decrease in regressed behavior. 
Men and women cooperating in a treatment 
tlationship with the patient afford new 
models for identification, generally better 
and more efficient than the patient’s parents 
were originally. A reorganization of the 
patient’s personality on the basis of these 


new identifications can, and has been seen 
to, take place. In the personality reorganiza- 
tion starting from stages of deep regression, 
the patient is seen to relive his infantile 
relationships with his own parents including 
cedipus situations, and these had to be man- 
aged with great care and understanding. 
Such dynamic treatment required the closest 
cooperation between members of the various 
departments of the staff, so that knowledge 
about the patient could be shared and used 
in treatment under the direction of the 
psychiatrist. 

A close cooperation among staff members 
has been developed only after many years 
of well-planned effort. Daily staff confer- 
ences in which questions concerning patients 
are discussed are attended by all the medical 
staff as well as representatives of every de- 
partment of the hospital having a treatment 
relationship with the patient, such as the 
departments of nursing, psychology, physi- 
cal education, occupational therapy, hydro- 
therapy, music, and library. The case history 
of each patient is taken up in these confer- 
ences shortly after admission and, as added 
relevant information is received, this knowl- 
edge is shared. Lectures including detailed 
discussions of case histories are given sepa- 
rately to graduate nurses, student nurses, 
and attendants. Noted specialists in various 
fields of psychiatry are invited to lecture 
and these are available to all members of 
the nursing and attendant, as well as the 
medical, staff. Of great value in ensuring 
cooperation between various departments of 
the staff are evening parties open to all per- 
sonnel where there is an opportunity for 
everyone to get to know one another as 
human beings as well as fellow workers. 

This group of patients was relatively 
young and most were unmarried. Treatment 
necessarily included long hours spent with 
parents, siblings, and mates of these patients. 
Relatives were helped to gain an understand- 
ing of what the patient’s behavior meant in 
terms of his struggles to adjust to life, as 
well as to get insight into their own reac- 
tions, such as deep-rooted feelings of hostility 
and rejection which interfered with their 
playing a positive role in the treatment. 
Teachable relatives proved most important 
in the ultimate recovery of patients. 
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In this group of men patients, the limita- 
tions of physical constitution and adaptive 
capacity of the personality were significant 
and generally not entirely modifiable. How- 
ever, each individual had assets and some 
productive capacity ; many needed to live in 
modified environments where stresses could 
be kept within their lessened powers of 
management after leaving the hospital. Help- 
ing relatives and close friends to understand 
these facts, together with an earnest effort 
to find places in life which fit the individual 
capacities of these patients, took up a good 
part of the physician’s time in treatment in 
the patient’s convalescence. Modifications in 
living arrangement, work, school, social con- 
tacts, recreations were specific problems that 
confronted the psychiatrist, and on the suc- 
cess of such attempts was greatly determined 
the degree of improvement obtained. Hos- 
pital treatment of dementia praeecox was not 
of short duration and need for treatment 
did not end with hospitalization. Continued 
psychiatric guidance and continued growth 
in personality efficiency went on for months 
or even years after hospitalization in most 
of the patients in this group who benefited 
from treatment. 


RESULTS 


One hundred men patients suffering from 
dementia precox were treated at the New 
York Hospital—Westchester Division be- 
tween 1942 and 1947, and the present status 
of these patients was determined. Besides the 
usual therapeutic procedures, including in- 
tensive psychotherapy, physical education, 
occupational activity, physiotherapy, and a 
program of socialization, all these patients 
received electric shock treatment. Electric 
shock therapy was given primarily to im- 
prove the patients’ contact with the environ- 
ment, so that they might become more re- 
sponsive to other therapeutic procedures. 
Repeated series of shock treatment were 
given to more than one-third with an interval 
of about one month between the series. 

Of the 100 patients, 57% are at home 
and improved at the end of a follow-up 
period of 2-8 years. Thirty-eight are con- 
sidered recovered or much improved. Of 
the 50 paranoid patients, 60% are at home 
improved and 36% are recovered or much 


improved. Of the 37 catatonic patients 
three-fifths are at home improved whil 
one-half are recovered or much improved 
Six of the 7 hebephrenic patients are un: 
improved, while one is at home, improved 
Two patients in the category of simpk 
dementia precox are recovered, 2 are a 
home improved, while 2 are unimproved. 

The importance of electric shock therap; 
as an adjuvant is indicated by a comparison 
of these results with those published by 
Cheney and Drewry(1), in a group of 50 
dementia precox patients treated a few year 
previously in the same hospital by similar 
methods, except that shock therapy was 
not given. Of the paranoid patients, 15% 
were much benefited by treatment which 
did not include shock treatment, compared 
to 36% of the shock-treated patients. The 
best therapeutic response was found among 
the catatonics. Thirty-eight per cent of the 
catatonics in the nonshock-treated group 
were at home and substantially benefited, 
while 50% of the shock-treated group were 
at home, recovered or much improved. 

A comparison of this study of 100 male 
dementia przcox patients with the previously 
conducted study of 100 female patients(2) 
reveals several interesting differences. De- 
spite a considerably higher incidence of psy- 
chopathology and broken homes in the family 
backgrounds of the women, their ultimate 
response as a group to treatment was no- 
ticeably better than that of the men. In the 
catatonic group, 20% more women than 
men were substantially benefited, and in 
the paranoid group a 10% increase was 
noted. 

The prepsychotic personalities in both 
groups were predominantly of the passive 
type. In their illness, however, the women 
tended to unleash their aggressive drives, 
while the men showed an increased pas- 
sivity, often amounting to an undisguised 
plea for emasculation. The cultural roles 
of the two sexes were thus reversed at the 
time of personality breakdown. 

Our culture demands of men an ag- 
gressive reaction to life and generally has 
little tolerance of the individual male who 
expresses great need for passivity and de- 
pendence. This is not so obvious in the 
case of women. Our modern culture ac- 
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cepts both the passive, dependent woman 
as well as the aggressive woman with mascu- 
line strivings. It is this which possibly 
accounts for better results obtained among 
women patients suffering from dementia 
pracox. 
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DISCUSSION 


Dr. W. Donatp Ross (Cincinnati, Ohio).—Sev- 
eral points seem to stand out in the data about these 
100 male schizophrenics. The high incidence of 
character deviations among the parents is quite 
striking, and it would appear to give statistical 
support to the impression most of us have who 
have tried to deal with the families of schizo- 
phrenics, that the close relatives of schizophrenic 
patients are frequently very traumatizing indi- 
viduals, to the doctors as well as to the patients. 
One of the difficulties about such statistical support, 


however, is that its basis is no more objective than 
the general impression we all have. For such char- 
acteristics as being a poor father for male identi- 
fication, or showing exaggerated overprotection 
and oversolicitude, cannot be delineated as ac- 
curately as the statistics might suggest, and the 
personal reactions of the individual deciding their 
presence or absence is bound to affect the frequency 
with which they are found. 

So many of the features found for these patients 
are similar to those found in the histories of psy- 
choneurotic subjects that one is tempted to raise 
the old controversy as to whether schizophrenics 
are qualitatively or quantitatively different from 
neurotics. The authors have touched upon this 
question in their comment about the hostility of 
these patients being normal qualitatively but ex- 
cessive quantitatively. They have, however, ju- 
diciously refrained from drawing conclusions as to 
psychological versus biological factors in determin- 
ing that these men became psychotic rather than 
presenting neurotic responses to stress. 

The data concerning the patient’s personalities 
are certainly confirmative of the rough impressions 
of male schizophrenics as a group which this dis- 
cussant obtained at the Verdun Protestant Hospital 
in this city. The account of administrative and 
treatment details is valuable as a pattern for other 
hospitals in similar circumstances of staff and other 
facilities. 
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SOCIAL ASPECTS OF PERSONALITY IN CHILD GUIDANCE 
CLINIC PRACTICE 


ALMENA DAWLEY anp FREDERICK H. ALLEN, M.D. 
Philadelphia, Pa. 


In approaching this subject it is impor- 
tant to comment first on the concept of the 
child guidance clinic which has gradually 
evolved out of 30 years of experience. Set 
up originally as a community resource to 
study and to help modify the problem of 
the emotionally disturbed child, this new 
clinical movement little by little took on all 
the evidences of a truly new social institu- 
tion. In other words, the professional per- 
sonnel of the clinics was discovering that 
the psychological assistance to the child 
was dependent upon the degree to which 
the clinics were oriented to the child as a 
living human being in a setting, his family, 
rather than to the child as an individual 
entity, tied up in himself. 

This understanding of the social nature 
of the problem has developed from the 
sensitive identification with, willing- 
ness to learn from, what parents and chil- 
dren have been demonstrating to the clinics 
as they have come for help during these 
years. The problem is not one merely of 
cause and effect, nor of recommending 
what changes in relationship are essential 
for the child’s development. The problem 
is, rather, one of taking the parents and 
child where they are as they come to the 
clinic, caught in an impasse with each other, 
and struggling to find a way to new rela- 
tionship to each other, as parent and child. 

With this gradually shifting concept of 
the child guidance clinic to include the par- 
ent as an active participant in the solution 
of the child’s problem, many questions of 
professional responsibility are becoming 
clarified in clinic practice, so far as the 
place of the psychiatric social worker and 
the psychiatrist is concerned. 

Generally speaking, the child guidance 
clinic today, then, has, as its professional 
responsibility, work with both the parents 


1 Read at the 105th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, 
May 23-27, 1949. 
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and their child, about whom they are con- 
cerned. This problem as a whole must be 
understood in all of its relationships in 
order to carry out sound administrative 
planning for the various professional re- 
sponsibilities. The responsibility of the 
psychiatrist and of the psychiatric social 
worker in the child guidance clinic will be 
determined by the clarity of the function 
and the focus of the clinic, and by a pro- 
found understanding of the social and psy- 
chological components which bring the par- 
ents and the child to the clinic. In no other 
way is it possible to determine what respon- 
sibilities are appropriate for these two pro- 
fessions, in this clinical setup. 

We should like to begin by commenting in 
specific terms on some of those motivating 
forces that enter into a parent’s moving to 
a child guidance clinic for help. For if 
those forces are sufficiently understood, the 
direction is pointed toward setting up the 
kind of assistance that can most effectively 
keep those forces in the direction they have 
already taken. 

First of all, the parent who comes to the 
clinic is, in general, consciously seeking 
help for his child about whom he is con- 
cerned. In other words, the parent is seek- 
ing help in relation to his child, and not pri- 
marily for himself. The name “child 
guidance clinic’ as it becomes known in a 
community is of itself descriptive, so that 
in going to a child guidance clinic for a 
first appointment, a parent has, with few 
exceptions, started on that new self-mobil- 
ization in relation to a child. Furthermore, 
the current psychological awareness of 
human growth and development and par- 
ent-child relationships has been so prev- 
alent during and since the recent war, that 
parents are themselves involved as a part 
of the problem when they come to a child 
guidance clinic, rather than projecting the 
problem entirely on the child. For these 
reasons, the parent who is above all con- 


1949] 


cerned 
to a ch 
Secc 
toac 
primar 
a chile 
asa 
who 1 
The p 
guidar 
refere 
ual, if 
The 
one tl 
Howe 
directi 
it has 
ate p 
respor 
idea r 
Mo 
distur 
child 
and 
often 
have 
the pi 
ina 
child 
that 
usual 
child 
other 
them, 
as pa 
their 
To 
must 
devel 
to de 
paper 
ing | 
grow 
self -c 
proce 
all of 
throu 
life « 
same 
chan; 
whic 
veloy 
his 


il 


> con- 
ist be 
ps in 
Tative 
al re- 
f the 
social 
rill be 
nction 
pro- 
1 psy- 
par- 
other 
‘spon- 
) pro- 


ing in 
vating 
ng to 
or if 
1, the 
p the 
tively 
have 


‘o the 
eking 
con- 
seek- 
t pri- 
‘child 

in a 
. that 
for a 
few 
nobil- 
more, 
s of 
par- 
prev- 
that 
part 
child 
x the 
these 
con- 


1949] 


A. DAWLEY AND F. H. ALLEN 


463 


cerned primarily about himself rarely turns 
to a child guidance clinic for advice or help. 

Secondly, the fact that an individual goes 
to a child guidance clinic as a parent is a 
primary consideration. He ‘seeks help for 
a child and for his relationship to a child 
as a parent and not merely as an individual 
who is concerned about another person. 
The parent, then, who approaches a child 
guidance clinic brings with him a frame of 
reference that is social rather than individ- 
ual, if we may make that broad distinction. 

The parent’s first move to the clinic is 
one that always represents great conflict. 
However, it also represents movement and 
direction that is essentially social because 
it has begun to include the child as a separ- 
ate person, for whom the parent carries 
responsibility. Let us try to develop this 
idea more specifically. 

Most problems in children, sufficiently 
disturbing to come to the attention of the 
child guidance clinic, have involved anxiety 
and struggle between parent and child, 
often for a long period of time. There 
have been unsuccessful attempts to solve 
the problem which have resulted frequently 
in a negative, destructive pattern in the 
child and struggle in the parent to affect 
that pattern. An impasse and deadlock 
usually result in which both parent and 
child continue to bring pressure on each 
other and in which the struggle between 
them, rather than their distinctive places 
as parent and child, becomes the center of 
their life together. 

To understand this phenomenon one 
must know what occurs in the usual life 
development of a child. There is no occasion 
to develop this normal life process in this 
paper, but we would like to make the follow- 
ing brief comments. A child’s emotional 
growth is a continuous experience of new 
self-discovery and _ self-realization. That 
process occurs for the most part through 
all of the inner impulses toward growth and 
through the continuous new and changing 
life experiences of the child. It is, at the 
same time, always associated with a shifting, 
changing relationship to those vital forces 
which are so much a part of a child’s de- 
veloping self, specifically his relationship to 
his parents. Emotional growth in a child, 


by its very nature, is bound to keep the re- 
lationship to parents constantly alive and 
changing, moving from greater to less de- 
pendence ; and through this constant process 
of differentiation the relationship becomes 
more social, 7. e., more related to a parent 
as another person rather than only as a part 
of the child himself. As the child matures, 
in other words, the balance of inner forces 
in relation to the family is constantly shift- 
ing, with the child enriching his own indi- 
viduality and depending less and less on the 
parent, or on outer life influences, for his 
support and completion. 

This growth process which may appear 
to be simple because it occurs so spon- 
taneously and unself-consciously, is never 
a simple one. Its complexity lies first in its 
involvement at each point of change with 
two people—the developing child and his 
parents. The parent carries a major role 
in helping the child constantly to move to- 
ward new self-development, while seeking 
to find his own place as parent in the re- 
sultant shift in relationship to him. 

The parent achieves this deep relatedness 
to a child’s impulses toward growth, not by 
any mystical act of becoming a parent, but 
only through a process of self-reorganization 
as day by day he comes up against the im- 
pact of a vital, living child, who at the same 
moment is trying to define himself in his 
family group. The child moves forward 
in his emotional growth, only as he finds 
his place in the structure of the family 
group. The child’s own self-definition is 
gradually won, not in isolation but as the 
rest of the family group also has definition. 
One might say that the dynamic for the 
child’s sound development is his acceptance 
of himself and his place as a child, and the 
place of the parents in the family gestalt.’ 

It is not difficult to see how, in this inter- 
related process of emotional growth, emo- 
tional disturbances in the child may develop 
and then eventuate in the deadlock and 
struggle between parent and child which 
means that the identity of parent and child 
as such has been lost. 


2 For development of this point, see: Frederick 
H. Allen. Dynamics of réles as determined in the 
structure of the family. Am. J. Orthopsychiat., 
12:127, Jan. 1942. 
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It is out of such struggle with the emo- 
tional problem of a child that a parent makes 
his first move to the child guidance clinic. 
Perhaps the parent has been referred to the 
clinic under pressure by school, physician, 
or others. But no matter what the external 
pressure, the parent has made that first 
move in calling for an appointment and in 
coming to the clinic for a first interview. 

The point cannot be overemphasized that, 
in making that first move to come to the 
clinic, the parent has begun to reach out 
beyond the closeness of the struggle with 
the child to include the clinic in the problem. 
This first step, whether it is only one inter- 
view or more, is the first crack in what might 
be called the self-contained problem between 
parents and child. In so beginning to put 
some of the problem outside of the struggle, 
through sharing it with the clinic, there is 
often the first evidence of the parent’s po- 
tential new mobilization, to begin to deal 
with the problem as a parent. One might say 
that at this point there is a beginning evidence 
of the parent’s relationship to his child as a 
child, because he is acting responsibly in 
yielding in that struggle, by seeking help for 
the problem. 

There is inevitably great pain and conflict 
for the parent in deciding to take that first 
step because it represents, often, the first 
powerful impulse to be through with the 
struggle and to find new relationship to the 
child. At the same moment, this step carries 
with it other painful feelings that are asso- 
ciated with such a powerful impulse, such as 
fear of what he is getting into, or guilt in 
many forms, or frequently there is projec- 
tion of the problem onto other persons. 

No matter how great the parent’s ambiv- 
alence is about using outside help for 
his child rather than continuing with the 
struggle, the important thing for a social 
worker who is seeing this parent for his 
first visit is to understand that she must be 
identified with that beginning new move- 
ment in the parent that has resulted in ask- 
ing for this interview. 

Weare placing a great deal of emphasis on 
this point because it is our belief in the clinic 
we represent, that right here in this first in- 
terview the skillful use by the social worker 
of what the clinic service is can help a parent 
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to determine, with the social worker, how 
real is his move for help, and whether he 
wants to go further with it. A parent cannot 
make such a decision merely by discussing 
the problem he brings. The central core of 
his decision about next steps is worked out 
with the social worker through the discus- 
sion of the problem with his child in rela- 
tion to the service the clinic offers. 

The parent’s sharing of the problem is 
of prime importance in that first step in 
asking for help. Without further comment 
it is obvious that the clinic must understand 
what the problem is, and whether it is the 
kind of problem the clinic is prepared to 
help with. But beyond the understanding 
of the problem in and of itself, the clinic 
social worker must recognize the dynamics 
lying back of the telling of the problem, 
for the sharing of the problem carries with 
it the parent’s moving out of his own close 
struggle with it and his attempt to find a new 
relationship to dealing with the child. 

At this critical point of the first inter- 
view, therefore, it is important for the social 
worker to be identified with the psychody- 
namics of the parent’s sharing of the prob- 
lem, with all of its social implications, rather 
than to become too deeply involved in the 
exploration of the problem in and of itself. 
It is all too easy for the parent to try to take 
the social worker with him back into the 
struggle with the child, and it is just at this 
point of overconcern with the problem itself 
that the social worker may lose her identity 
with the clinic service. The skillful social 
worker’s greatest helpfulness is in continuing 
to represent to the parent the service toward 
which he has made a move. In so represent- 
ing the service, the social worker is identified 
with that first move the parent has made to 
break up the self-contained problem, rather 
than exclusively with the problem itself. 

Though the purpose of this paper is not 
to review child guidance clinic practice as 
such, comments on certain steps in the pro- 
cedure of a parent’s use of the clinic will 
illustrate the way in which he can be helped 
to keep his direction in relationship terms. 

The application interview, as previously 
indicated, is a most important interview to 
which the parent brings the problem that has 
led him to ask for help. Out of the discus- 
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sion of the problem the social worker can 
help the parent begin to clarify whether the 
child guidance clinic is the service he wants 
to use, or whether he may want another 
kind of help, such as psychotherapy for him- 
self, placement of the child, or marriage 
counseling, for example. But whatever the 
plan that grows out of that interview, it is 
arrived at through working it out within the 
framework of the clinic as a service for 
parents and for the emotionally disturbed 
children about whom they are concerned. 

If the parent decides that he wants to take 
the next steps in using the clinic service, 
there are several points in the planning period 
that follows that are pertinent to the sub- 
ject of this paper. A clinic service that is 
based on recognition of the importance of 
the parent’s relationship to the child’s prob- 
lem will put into that planning period, among 
other necessary practical decisions, two 
considerations of major importance. First 
among these is the participation of both 
parents in planning for and carrying out 
the clinic service. A whole paper could be 
written around this one point, and illustrated 
from the ways in which many parents go 
through a deep and meaningful experience 
in getting together, perhaps for the first 
time, on a decision to continue with the 
clinic service. In this joint decision of both 
parents to share responsibility for working 
on the problem in relation to the child, is the 
beginning of a new family constellation, a 
constellation where the parents are begin- 
ning to take their places as mother and 
father in relation to the child, instead of en- 
gaged in struggle or indifference between 
themselves and with the child. Secondly, 
planning with the parents for what shall be 
talked over with the child about coming to 
the clinic is another area of decision and par- 
ticipation that includes both parents and the 
child and that emphasizes their distinctive 
responsibilities in the family situation. In 
these and in many other small ways during 
this preliminary period there is opportunity 
in child guidance clinic practice to help the 
parents continue in the direction that was 
implicit in their first coming to the clinic—a 
direction toward new relationship and par- 
ental responsibility. 

Throughout the period of consultation or 
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treatment which follows this planning pe- 
riod, the social or relationship emphasis 
which was implicit in the parents’ first move 
to the clinic, and which was consolidated 
in the application interview and planning pe- 
riod, continues. The treatment period is 
centered in the parents’ relationship to their 
child and in all of the deep and conflicting 
feelings they have as they begin to allow 
their child to have a meaningful relationship 
with a psychiatrist. The parents’ own con- 
flict about allowing a child to change, and 
the process of working out that conflict to 
the point where they are ready to sustain a 
new relationship without the help of the 
clinic, are the core of the relationship be- 
tween the parents ard the social worker. 

No matter how strong the impulse to 
change the relationship to the child in the 
first move to the clinic, many reservations 
and contradictions are bound to surge up 
in the parent as he lives through the actual 
process of differentiation from the child 
during these weeks or months of coming to 
the clinic with his child. The social worker 
can be of inestimable help to the parent in 
finding his balance and new direction among 
all these conflicting feelings, as she continues 
to keep their focus centered in the relation- 
ship to the child and within the clinical 
framework. 

This method of social work in the clinical 
service is one, then, which is always related 
to the social aspects of the relationship 
problem the parent brings to the clinic, rather 
than to his individual problem. To be sure, 
the two are interrelated because parents, 
like everyone else, have their own individual 
psychological patterns. However, there is a 
sharp difference in a method which sets out 
to help a parent with his individual problem, 
as contrasted with a method that accepts his 
first move where he has placed it, in his 
parental relationship to his child, with what- 
ever individual problem he may have in 
that relationship. 

It is clear from this paper that, in the child 
guidance clinic practice with which we are 
familiar, the administrative concept of the 
clinical service is one in which the social 
worker carries the responsibility for work- 
ing with the parents except for those occa- 
sional, planned interviews of parents, social 
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worker, and psychiatrist at strategic points 
during the treatment process where joint dis- 
cussion of the child’s problem and progress 
is indicated. This concept of the clinical ser- 
vice is one which is based in the understand- 
ing of the child’s emotional growth in the 
setting of his family. Work with the parents 
is allocated to the social worker rather than 
to the psychiatrist because the problem the 
parent brings to the clinic is a relationship 
problem with his child and it is in this area 
of service that the social worker has special 
equipment and training.® 

The psychiatrist in this administrative 
concept carries the responsibility for psycho- 
therapy of the child which also is socially 
oriented. In other words, while the psy- 
chiatrist works directly with the child with 
the continuing focus around the child him- 
self, the frame of reference for psychother- 
apy of the child is the family as a whole. 

This distinction between psychiatric social 
work and psychotherapy, which is a question 
of general interest today, is demonstrated 
more clearly, perhaps, in a child guidance 
clinic than in any other setting. Here there 
is an opportunity to understand the psycho- 
logical nature of the problem for which the 
child guidance clinic was created, and out of 
this understanding to establish administra- 
tively the general frame of reference for 
the service as a whole, and the particular 
frames of reference of the psychiatrist and 
the psychiatric social worker. Inherent in 
the acceptance of the emotionally disturbed 
child as the focus of the service the clinic 
can offer, and the work with the parent in re- 
lation to the child’s problem, administrative 
allocation of responsibility can be made of 
direct work with the child (psychotherapy ) 
to the psychiatrist, and of the work with the 
parent on his relationship to the child, to the 
psychiatric social worker. 

The core of psychiatric social work in any 
setting is to help the patient with the prob- 
lem in his relationships. These problems in 
relationship may be to other individuals, to 
the use of the psychiatric service, or to 
any social reality. The specific problem in 


®For further development of this point, see: 
Almena Dawley. The distinctive area of social 
work in orthopsychiatry. Am. J. Orthopsychiat., 
19:6, Jan. 1949. 


relationship which is presented to a child 
guidance clinic is the parents’ relationship 
to their child and this is the continuing focus 
between social worker and parent through- 
out the clinic service. 

Psychotherapy, on the other hand, is 
primarily concerned with the individual pa- 
tient himself and with his individual prob- 
lem. His problem may be, and frequently is, 
expressed in terms of his social relationships, 
but the continuing focus of the psychiatrist 
is to the patient in his various relationships, 
rather than to the relationship itself. 

These differences in professional method 
should be illustrated with case material if 
time permitted. Every case shows the im- 
portance of helping the parent to continue 
to work on his problem of becoming a parent 
to his child, rather than moving off into those 
areas of his life that are not primarily con- 
cerned with the problem he brings. Great 
social work skill is required in helping to 
keep the direction clear for the parent with- 
out imposing rigidity and inflexibility. Every 
case illustrates, at the same time, the parents’ 
relief as they are helped to continue in their 
direction as parents, rather than moving off 
into other areas as the parental responsi- 
bility to the child gets into rough going. 

The child’s interviews, on the other hand, 
would illustrate the shifting movement from 
one relationship or problem to another, 
wherever the child chose to. express and to 
share his problem. The consistent and con- 
tinuing focus of the psychiatrist in these 
interviews, however, is always on the emo- 
tional growth and development of the child 
himself, in whatever medium his problem is 
presented. 

We want to close this paper by saying that 
the preceding clinical procedure is possible 
only in a working relationship between psy- 
chiatrist and psychiatric social worker that 
is rooted in belief in the concept of division 
of professional responsibility in the interests 
of the patient, and only where there is a 
deep respect for the distinctive professional 
contribution of the other profession. This 
kind of professional interrelationship in a 
child guidance clinic is dependent upon (1) a 
mutual understanding of the psychological 
and social nature of the general problem 
that seeks such a clinic and (2) a conviction 


194° 


that 
plan 
prof 
this 


scope 
of tr 
a de 
settin 
to tl 
woul 
schoc 
for t 
usefu 
proce 
distu 
and 1 
their 
of th 
use t 
in th 
here 
teach 
distur 
be of 
of a 
seem: 
troub 
the si 
her p 
be ot 

Fo: 
many 
roles 
carefi 
other 


a child 
tionship 
ig focus 
hrough- 


and, is 
lual pa- 
il prob- 
ently is, 
onships, 
chiatrist 
onships, 
if. 
method 
terial if 
the im- 
-ontinue 
a parent 
to those 
‘ily con- 
Great 
lping to 
nt with- 
. Every 
parents’ 
in their 
ving off 
esponsi- 
ing. 
er hand, 
nt from 
another, 
; and to 
ind con- 
in these 
he emo- 
he child 
oblem is 


“ing that 
possible 
een psy- 
ker that 
division 
interests 
ere is a 
fessional 
n. This 
ip in a 
on (1) a 
nological 
problem 
ynviction 


A. DAWLEY AND F. H. ALLEN 


497 


that the soundest practice arises out of a 
planned, clinical allocation of the distinctive 
professional responsibilities in working with 
this general problem. 


DISCUSSION 


Mary C. Bentiey (New York City).—The 
scope of this paper is rightly focused on one aspect 
of treatment; and yet it seems unfortunate to see 
a description of treatment in a child guidance 
setting limited, even by implication or omission, 
to this one relationship of parent and child. I 
would like to underline the importance of the 
school and its place in treatment, and the importance 
for the social worker of considering its potential 
usefulness on many occasions in the treatment 
process. Parenthetically, many school people are 
disturbed that they have so little contact with, 
and understanding of, the child guidance clinic in 
their community. I will not mention the importance 
of this relationship in its broader aspects, or the 
use the child guidance clinic can be to the teacher 
in the handling of her classroom; I shall speak 
here only of the treatment of a child who, the 
teacher knows, has gone to a clinic because of his 
disturbed relationships. Often the schools want to 
be of help in such a situation, and often the needs 
of a particular case dictate their participation. It 
seems to me it puts too much burden on an already 
troubled parent to have to carry the full weight of 
the school’s participation alone—although naturally 
her permission to get in touch with the school must 
be obtained. 

For me the most important contribution of the 
many in this paper is its emphasis on the clarity of 
roles between members of the clinic team, and the 
careful working out of the aims of treatment. In 
other psychiatric settings the particular functions 


might be defined somewhat differently, perhaps. 
The essential point is their clarity and the mutual 
sharing by a clinical team of a philosophy that 
leads to a given professional rdle and a given clin- 
ical procedure. Where such clear definition of 
function exists, the professional staff feels much 
more comfortable and much of the tension or un- 
certainty that sometimes mars its performance is 
eliminated. Coleman has pointed out that it is 
where the professional rdles are clear that staff 
morale is high. 

I agree with the authors that “the distinction be- 
tween psychiatric social work and psychotherapy 
is more clearly demonstrated in a child guidance 
clinic than in any other setting,” and I wish this 
were generally so. I know that it is so in this 
clinic. Actually we find, in too many places, a 
confusion of roles which leads to fogginess and a 
disjointed approach, to insecurities in staff inter- 
relationships, and to confusion in clinic function. 
This is a temporary phenomenon during a transi- 
tional stage while clinic staffs seek to redefine and 
realign their respective functions. Clarity will 
eventually emerge, I do not doubt; but it is not yet 
with us. 

I will not comment as to whether the psychiatric 
social worker should or can do therapy. I would 
only like to point out that where the social worker 
is doing therapy there is no one left to do case- 
work. There is much that we once held to be 
of value in social work that is not getting done. 
Personally, I believe that much of this is still im- 
portant, and that in redefining our functions and 
our processes we will rediscover this fact. 

Finally I want to reiterate the authors’ statement 
that such a well-defined working relationship be- 
tween psychiatrist and social worker is possible 
“only where there is a deep respect for the dis- 
tinctive professional contributions of the other 
profession.” 
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HISTORICAL NOTE 


A CENTURY OF PSYCHIATRY 


Dr. John Bostock in his presidential ad- 
dress before the Australasian Association 
of Psychiatrists, on October 19, 1948, pre- 
sented a summary of the preceding century’s 
developments in psychiatry in Australia. 
The following is abstracted from his address 
as published in the Medical Journal of Aus- 
tralia, June 11, 1949. 

New South Wales plays the major role in 
Dr. Bostock’s centenary oration, owing to 
the fragmentary nature of the archives in 
the other states. There were no mental hos- 
pitals in existence 100 years ago in either 
Queensland or Western Australia ; Tasmania 
possessed an asylum dating back to 1823, 
where the records seem to indicate that con- 
siderable kindness was shown to mental pa- 
tients, and South Australia built in 1846 a 
separate establishment for the insane. Vic- 
toria followed in 1848 with a dismal structure 
which replaced accommodation in the jail. 
(By 1946 Victoria made a much better 
showing, as will be seen below.) We turn 
now to developments in New South Wales, 
where the records are more enlightening. 

The year 1848 marked the passing from 
lay to medical control of the first mental 
hospital administration in the Eastern Aus- 
tralian seaboard. The new asylum at Tarban 
Creek (replacing an earlier one) had been 
for 10 years in the care of Mr. Joseph 
Digby and his wife, who had come out from 
England in 1838 to be keeper and matron. 
Mr. Digby encountered only indifference on 
the part of government officials: promises 
were broken, funds denied him. He worked 
hard to bring order out of chaos and had to 
cope with water shortages and lack of facili- 
ties as well as staff. Overcrowding necessi- 
tated discharging “chronics’’ elsewhere. It 
was difficult to obtain for the asylum’s physi- 
cian a sufficiency of drugs. Attendant and 
clerical help were denied him in spite of 
continued requests to the Governor. 

Mr. Digby had an unending struggle with 
bureaucracy, which in the end defeated him. 
His administration at Tarban Creek was 


468 


IN AUSTRALIA 


honest and compassionate, his patients were 
well cared for, and restraint was used with 
discrimination. He was able to make some 
improvements in admission and discharge 
procedures. In those early days many pa- 
tients were admitted without certificates or 
history of any kind. A new “Lunatics Bill” 
which made it obligatory to have the evi- 
dence of two legally qualified practitioners 
met with political opposition and a vicious at- 
tack on the administration of Tarban Creek. 
Official inquiries resulted in Mr. Digby’s 
being censured for the very lack of detailed 
records and recreational facilities for the 
patients which he had tried in vain to remedy. 
It was at this point that the decision was 
made to vest the authority of the institution 
in a duly qualified medical man, and Mr. 
Digby reverted to the position of steward 
on January 1, 1848. His place was taken 
by Dr. Francis Campbell. 

Dr. Campbell made sweeping reforms at 
first but was obliged to retrench to some 
extent, in the use of restraint. He instituted 
a new series of case records at Tarban Creek. 
With a happy facility of pen and a capacity 
for acute clinical observation and judgment 
he described the symptoms of his patients and 
the course of their illnesses. As a result of 
this contribution Dr. Campbell has been con- 
sidered the father of clinical psychiatry in 
Australia. 

To Mr. Digby, however, goes the credit 
of first admitting a voluntary patient. In 
September, 1846, he had taken in a patient 
who asked permission to stay a few days as 
he “did not feel himself well.” It was many 
years before an organized system of ad- 
mitting voluntary patients became a reality. 
The honor of the first practical step goes to 
Dr. Ernest Jones, then Director-General of 
Mental Hospitals in Victoria, who in 1914 
secured an act of Parliament whereby volun- 
tary admissions could take place. By 1946 
no less than 50% of admissions to the Vic- 
torian mental hospitals were on a voluntary 
basis. 
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In New South Wales a voluntary psychi- 
atric clinic was established in 1925. The 
growth of Broughton Hall, which became 
the largest voluntary mental hospital in 
\ustralia, was largely due to its first super- 
intendent, Dr. Sydney Evan Jones, whose 
death in 1948 marked the centenary of 
medical administration of mental hospitals. 
Dr. Jones had the clinical acuity of Dr. 
Campbell and was a prodigious worker. He 
demonstrated abreaction in hypnosis years 
before this became commonplace. He ex- 
plored the various therapies from many 
angles and did outstanding work in occupa- 


tional therapy. One phase of this he devel- 
oped to an unprecedented degree: the con- 
structing of beautiful gardens and grounds 
which contained tropical pools, shady walks, 
bridges over streams which golden carp in- 
habited. Patients were encouraged to wander 
through the gardens, which were meant to 
influence their senses toward the goal of 
health. Dr. Jones emphasized the fact that 
hospitals are complex institutions where both 
the patients and the staff need kindness, atten- 
tion, and understanding. Rules and regula- 
tions, he believed, were less important than 
the curing of a patient. 
M. V. L. 


‘ 
‘ 


CORRESPONDENCE 


MISLEADING PUBLICITY 


Editor, AMERICAN JOURNAL OF PsyCHIATRY: 


Sir: Within the last month I have read 
articles in Cosmopolitan Magazine, the Sat- 
urday Evening Post, and Collier’s which had 
to do with psychiatric treatment. The first 
two made it sound as though the diagnosis 
of brain lesions was comparatively easy and 
as though brain surgery was something to 
be undertaken lightly. 

The article in Collier’s started off with the 
admission of what was presumably a young 
schizophrenic girl to a psychopathic hospital, 
then went on to state, “Following a normal 
course Mary’s treatment would probably last 
seven or eight weeks. She would then return 
home to resume a normal life.” The rest of 
the article then went on to present a strong 
case for the advisability of establishing first- 
class psychopathic hospitals throughout the 
country. 

I think no one can quarrel with the inten- 
tion of the article, but I wonder whether we 
are not doing psychiatric hospitals in par- 
ticular, and psychiatry in general, a very 
serious disservice by leading the public to 
believe that we have a sure cure for prac- 
tically all types of mental illness? 

The hospital mentioned in the article is an 


excellent one, but I doubt very much if the 
medical staff believes that they are helping 
all their patients to a rapid recovery. Since 
the impression is created that this is the 
case, are we not building up families of pa- 
tients throughout the nation to a belief that 
their relative’s illness is not very serious 
after all, that the patient is bound to recover 
in a comparatively short time with new 
methods of treatment, and that if the patient 
does not recover quite promptly the hospital 
or the physician is at fault? 

If such expectations on the part of the 
family can be met it is one thing. If a con- 
siderable number of families are doomed to 
disappointment are they not going to have 
a much more painful time in accepting the 
fact that we still cannot help some of the 
people who are brought to us for care and 
treatment ? 

I wonder if it would not be possible to 
arrange for these articles to be checked in 
their final form by a responsible officer of 
the institution which is the subject of the 
article. 

H. M. Murpock, M.D., 
Sheppard and Enoch Pratt Hospital, 
Towson, Md. 


“EUTHANASIA” IN NAZI GERMANY 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 

Str: A German physician, Dr. Alice 
Platen-Hallermund, has published a small 
book (78 pages), “The Killing of the Men- 
tally Sick” (Publisher: Frankfurter Ver- 
lagshefte, 1948), which impressed me enor- 
mously. I refrained from writing you about 
it for reasons I need not mention, until I 
read a discussion of the book by Dr. Jakob 
Wyrsch, associate professor of psychiatry, 
University of Berne, Switzerland (Monat- 
schrift fiir Psychiatrie und Neurologie, No- 
vember 1949). Dr. Wyrsch’s discussion 
comes from a neutral Swiss. After getting 
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his permission I deem it fair to tell you 
about it. 

Dr. Platen-Hallermund has given a simple 
and objective report of what happened in the 
mental hospitals of a small district in mid- 
Germany between 1939 and 1941. She re- 
prints a brief, rather vague, yet unmistakable 
order signed by Adolf Hitler in which the re- 
sponsibility is shoved upon the addressees— 
one Reichsleiter and one high-up physician— 
to ‘expand the authority of physicians to be 
listed by name so far that mercy-death can 
be granted under most critical adjudication 
to patients who according to human opinion 
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[nach menschlichem Ermessen| are incur- 
ably sick.” 

Thereupon an apparatus was painstak- 
ingly organized centering in a Service Board 
for Euthanasia. Hospitals were skimmed for 
incurables and criminals, everyone of whom 
had to be examined by three experts, inde- 
pendently of each other, who rendered their 
decision without knowing the patient. The 
doomed people were dispatched to a few spe- 
cial hospitals by an ad hoc created Trans- 
portation Association. In the special hospi- 
tals the personnel was particularly trained. 
There the asphyxiations were performed and 
from there “letters of comfort” with faked 
causes of death were mailed to the families 
of the victims. There were perhaps in all 
20 or 30 physicians and a number of male 
nurses and officials who functioned as hang- 
men in the know. 

Owing to the quiet resistance of the fami- 
lies and of hospital physicians—by way of 
evasive diagnosis, early discharges, sly sabo- 
tage of the bureaucratic machinery, and such 
like—the euthanasia action came to a stand- 
still in the summer of 1941. The organiza- 
tion disappeared, but in some places the kill- 
ings of old chronic mental patients continued 
by insufficient food, poor care, and an occa- 
sional hypo which once in a while was also 
given to patients who were not chronic. 


These are the sheer facts. What to think 
of them? asks Dr. Wyrsch. One cannot help 
thinking of the “depersonalization” of medi- 
cal work in which the patient is dealt with 
as a number—a danger that lurks in every 
misunderstood and overorganized “socializa- 
tion” of medicine. One must envisage those 
physicians who accepted the quoted order 
from their supreme chief. One must deplore 
that humanism and humanity could ever 
be forgotten to such a degree. One can take 
comfort remembering the example of those 
doctors and laymen who risked everything 
in order to counteract criminal mass mur- 
der. Ultimately one must recall that the 
physician’s duty—indeed his sworn obliga- 
tion—is to save and to preserve life. Life 
is not always abundant and flourishing; in 
the patient it may also be bitter and fading 
out; yet it is not up to the physician to 
shorten life. The person himself has the 
right to his life and with it the freedom to 
live and—to die. 

I fully concur with Dr. Wyrsch’s ideas 
and admonitions, else I should not write 
you these lines with the suggestion to 
print them in the AMERICAN JOURNAL OF 
PsyYCHIATRY. 

Eucen Kaun, M.D., 
Knonau, Canton Zurich, 
Switzerland. 


PROPOSED CONSTITUTIONAL AMENDMENTS 


At the annual meeting in May 1949, three 
sets of constitutional amendments were sub- 
mitted. They were sponsored as follows: 
(a) one set of proposals from the Reorgan- 
ization Committee; (b) one set from the 
New York Society for Clinical Psychiatry ; 
and (c) one set of proposed changes sub- 
mitted by Drs. Earl Bond and Samuel 
Hamilton. 


The Constitution provides that proposed 


amendments must be made known to the 
membership “in the JoURNAL or otherwise 
at least three months previous to the Annual 
Meeting.” In September 1949, we published 
in this JoURNAL the amendments proposed 
by the Reorganization Committee. In com- 
pliance with the constitutional requirement, 
we now publish the amendments proposed 
by the New York Society for Clinical Psy- 
chiatry and by Dr. Bond and Dr. Hamilton. 


PROPOSALS OF THE NEW YorK SOCIETY FOR CLINICAL PSYCHIATRY 


Proposed changes are italicized: 


CONSTITUTION 
ARTICLE III 


MEMBERSHIP 


Section III. A Committee on Membership of 
not less than five Fellows shall be appointed by the 
President from the Committee Panel provided by 
the Council. 

Section VIII. To be omitted. 


ARTICLE V 


PRIVILEGES 


Fellows and Members only shall be entitled to 
vote at any meeting or by mail ballot, or to pro- 
pose amendments to the Constitution and By-Laws, 
or to nominate for elected office. Fellows only shall 
be eligible to office in the Association. 


ARTICLE VI 


ELECTION OF OFFICERS 


Section I. The officers and four members of 
the Council and one Auditor shall be elected at 
each annual meeting. Nominations shall be made 
by a nominating committee which shall consist of 
the chairmen of all sections and two other Fellows 
selected by the Council, with the President-Elect 
serving as chairman of the committee. A two-thirds 
majority of the nominating committee shall con- 
stitute a quorum. In the event that any chairman 
of a section is unable to serve on the nominating 
committee or attend its meetings, he may name 
from the membership of his section an alternate 
to serve in his stead. At least two names shall be 
presented in nomination by the nominating com- 
mittee for every elective office except membership 
on the Council. Nominations for Council member- 
ship shall exceed by not less than 50 percent the 
number of such positions to be filled. The names 
of nominees to all offices shall be published in the 
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Journal or otherwise mailed to every member of 
the Association at least three months before the 
annual meeting, with the suggestion to add addi- 
tional names. Not later than a month before the 
annual meeting an official ballot shall be sent to 
each member for voting, containing the names of 
members proposed for each office by the nominat- 
ing committee and any candidates who have re- 
ceived at least fifty write-in votes. With the mailed 
ballots will be submitted a list of officers continu- 
ing in office without vote in that election, with their 
geographic location and the type of psychiatric 
endeavor in which they are engaged. A _ brief 
biography will also accompany the name of each 
nominee. In voting, each member will designate 
in numerical sequence his preference for each of 
the candidates nominated on whom he wishes to 
express a voting preference, placing the number 
one against his first choice, number two against 
his second choice, and so forth. In order to be 
counted as valid, ballots must be in the hands of 
the election officials not later than four days before 
the opening of the annual meeting of the Assocta- 
tion. 

Section II. The President, President-Elect, and 
Secretary and Treasurer shall hold office for one 
year. Councillors and Auditors shall serve three 
years. The President, President-Elect, and the 
four retiring Councillors are ineligible for re- 
election to their respective offices before three years 
have elapsed from the date of their retirement. 


ARTICLE VII 
POWERS 


The President shall preside at the annual and 
special meetings of the Association or Council. In 
his absence at any time the President-Elect shall 
act in his place. The President shall appoint the 
chairman and the members of each committee from 
a panel of Fellows qualified for the various com- 
mittees. This panel shall be selected by the Council. 
No individual shall serve as chairman of the same 
committee for more than three years. 
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ARTICLE VIII 
AMENDMENTS 


Amendments to the Constitution shall be sub- 
mitted by mail to each Fellow and member of the 
Association and be adopted by a two-thirds vote 
of all Fellows and members voting: Provided, 
That the proposed amendments have been published 
in the Journal a year in advance of the date of 
voting. Any amendment to the Constitution which 
is recommended by at least fifty Fellows and mem- 
bers must be published in the Journal within two 
months of its submission. It must then be presented 
to the membership for vote one year from the date 
of its publication in the Journal. 

Amendments to the By-Laws shall be submitted 
by mail to each Fellow and member of the Asso- 
ciation and be adopted by a two-thirds vote of all 
Fellows and members voting: Provided, That the 
proposed amendments have been published in the 


ProposaALs OF Dr. Bo 


Constitution 

Article III, Section II. Strike out all after the 
words “residents of” and substitute: “North 
America or dependencies of the United States.” 

Article III, Section IV. After “members,” in- 
sert the words: “or associate members.” 

Article III, Section V. After the first sentence, 
add: “No members shall be elected after 1950.” 
Delete the second sentence. 

Article III, Section VI. Add: “Members and 
associate members shall be recommended to 
Fellowship after it becomes apparent that they 
deserve this recognition.” 

Article III, Section IX. Strike out all after 
“residents of” and substitute: “North America 
or dependencies of the United States.” 

Article IV, Section I. After “president-elect,” 
insert: “three vice-presidents.” 

Article V. Substitute “life members” for “cor- 
responding members.” 

Article VI, Section I. Strike out the entire sec- 
tion, and substitute : 

“The officers and three members of the Coun- 
cil shall be elected each year by mailed ballots. 
The president, during the first month of his 
incumbency, shall appoint a nominating com- 
mittee consisting of five Fellows. Not later 
than the first day of the following January, this 
committee shall inform the membership of its 
nominations, either through some regular pub- 
lication of the Association or by special letter 
to every member and Fellow. Other nomina- 
tions may be made during January by petition 
to the Secretary by any twenty Fellows over 
their signatures. On February first, the Secre- 
tary shall prepare, and have printed, suitable 
ballots containing all nominations. Such bal- 
lots shall be mailed to the members and Fel- 
lows, and by them, marked, signed, and returned 
to the Secretary. All properly marked ballots 
in the Secretary’s hands not later than the 
end of March shall be counted by tellers ap- 


Journal a year in advance of the date of voting. 
Any amendment to the By-Laws which ts recom- 
mended by at least fifty Fellows and members 
must be published in the Journal within two months 
of its submission. It must then be presented to 
the membership for vote one year from the date 
of its publication in the Journal. In order to be 
counted as valid, ballots on proposed amendments 
to the Constitution or the By-Laws must be in the 
hands of the election officials not later than one 
month from the date on which they were mailed 
to the membership for vote. 


BY-LAWS 
ARTICLE I 


OrpER OF BUSINESS 


Omit paragraph two. 


ND AND Dr. HAMILTON 


pointed by the President, not less than three 
in number. The results of the election shall be 
reported to the Association in the order of busi- 
ness at the first session of the second day of 
the Annual Meeting.” 

Article VI, Section II. After “president-elect,” 
insert: “vice-presidents.” 

Article VII, Section I. After “at any time,” in- 
sert: “the ranking available vice-president.” 

Article VII, Section IV. After “such duties,” 
strike out “of the secretary-treasurer.” After 
“by the Council,” strike out the rest of the 
sentence and all of the sentence following. Sub- 
stitute: “Any assistant who shall be given 
power to receive and deposit moneys for the 
association shall be bonded in an amount to be 
determined by the Council.” 

Article VII, Section VII. After “president-elect” 
strike out the rest of the line and substitute: 
“secretary, treasurer, and another of its... .” 

By-Laws 

Article I, Section II. After the words: “on the 
second day,” strike out: “election of officers 
shall be held” and substitute: “elected officers 
shall be announced.” 

Article IV. After “geographic division,” strike 
out “The United States or British America” 
and substitute “North America or dependencies 
of the United States.” 

General 

Proposed that sections within Articles be 
designated by arabic numerals. 


CERTIFICATE 


The undersigned, chairman of the com- 
mittee on constitution and by-laws, hereby 
serves notice that the proposals above 
printed, together with those on pages 228- 
232 of the September 1949 JouRNAL, were 
filed with the Secretary of The American 


‘ 


474 


PROPOSED CONSTITUTIONAL AMENDMENTS 


| Dec. 


Psychiatric Association in May 1949, and 
will be presented for vote at the annual meet- 
ing in May 1950, pursuant to Article VIII 
of the Constitution. The publication in the 
September 1949 JouRNAL together with the 
publication above is in conformity with the 


constitutional requirement that at least three 
months’ notice must be given of contemplated 
voting on proposed amendments. 
Henry A. Davipson, M.D., 
Chairman, Committee on Constitution 
and By-l aws 
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COMMENT 


OSLER 


In many parts of the world the hundredth 
anniversary of the birth of Sir William 
Osler has been honored by special meetings, 
ceremonies, programs, and publications dur- 
ing this year of 1949. 

The fact of Osler is reason enough for 
any medical publication to grace its pages 
with comment on the centenary of Canada’s, 
America’s, and Britain’s great physician. 
For a psychiatric journal there is a special 
reason, namely, Osler’s manner in personal 
contact with his patients—a bedside manner 
such as should constitute the basis of all 
therapy, and a major part of all psycho- 
therapy. 

His friendly informality, the words he 
used, the comforting tone of his voice (one 
can still hear its echo), the facial expression 
of keen interest but above all of sympathy 
and compassion—all these reflections of a 
unique personality were an example beyond 
price to his students not less important than 
the skill with which he guided them in ex- 
amination, diagnosis, and treatment. 

The visit to a public ward of a teacher 
followed by a troop of assistants and students 
is apt to be disquieting to sensitive patients, 
and it is not unheard of that the demonstra- 
tion and discussion of symptoms with the 
patient observing and listening to all that 
goes on may have unfortunate, even dis- 
tressing, iatrogenic effects. Dr. Osler’s pa- 
tients were always at ease. One could note 
a pleased anticipation of his visit. He had as 
many jocular and reassuring words for the 
patient as suggestions and directions for the 
students. The ward clinic was just a little 
family party, and there was often evidence 
that the person who happened to be in bed 
had the satisfied feeling of being a pretty 
important member of that party. If ever 
there were harmful effects of using patients 
for teaching purposes, in Osler’s hands such 
effects were certainly reduced to a minimum. 

Psychotherapy was not yet much dis- 
cussed during Osler’s American period, but 
he exemplified it in all his dealings with pa- 


tients, in his admonitions to students, and in 
his writings. The very title of his valedictory 
address at the University of Pennsylvania— 
Aequanimitas—which title he gave to the 
first volume of his collected addresses, indi- 
cates the frame of mind he sought ever to 
encourage in student, physician, nurse, and 
patient alike. His psychotherapy was the 
better for not being specific in the sense of 
today, but rather as an emanation of his per- 
sonality and the essential quality of all his 
treatment procedures. 

The mental hygiene movement was also 
in the future while Osler was on this side 
of the water, but he taught mental hygiene 
consistently and exemplified it. Nothing 
could be more wholesome than his counsel 
spoken and written to doctors and students. 
He elaborated the virtue of imperturbability, 
“the mental equilibrium of the physician,” 
and as occasion requires, the “art of detach- 
ment.” Often, he said, the best part of the 
doctor’s work “will have nothing to do with 
potions and powders, but with the exercise 
of an influence of the strong upon the weak, 
of the righteous upon the wicked, of the 
wise upon the foolish.” 

Again and again he insisted on evaluating 
the personality of the patient, not merely 
diagnosing his disease. “Every patient you 
see,” said Osler, “is a lesson in much more 
than the malady from which he suffers.” 
And he added, “The good physician treats 
the disease, but the great physician treats 
the patient who has the disease.” 

The mind and heart of Osler as they are 
preserved for us in the testaments he has left 
offer invaluable lessons. For the refresh- 
ment of the spirit as well as for the sharp- 
ening of the intellect, and to make one a 
worthier physician, the medical man, general 
practitioner or specialist, can do no better 
than to reread from time to time the ad- 
dresses of Dr. Osler to medical students, 
nurses, and practitioners of medicine, notably 
such addresses as Aequanimitas ; the Master- 
Word in Medicine; A Way of Life; Unity, 
Peace and Concord. 
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NEWS AND NOTES 


MENNINGER FOUNDATION SCHOOL FOR 
Psycuiatric Arpes.—In October, 1949, the 
first class of 26 students enrolled in the 
Menninger Foundation School for Psychi- 
atric Aides. The School was made possible 
by the cooperation and support of the Rocke- 
feller Foundation, which is underwriting a 
considerable part of the expenses of the 
School, the Topeka State Hospital, which 
provides the physical facilities for the School 
and employs its students, and the Menninger 
Foundation, which provides the planning, 
direction, and instruction for the School. 
Essentially experimental in nature, this ven- 
ture in the training of psychiatric aides has 
two main purposes: first, to discover what 
methods and basic principles are most perti- 
nent to the problem of providing adequate 
training for psychiatric aides, and secondly, 
to prepare the students of this School to 
assist in the training of other aides, and in 
the establishment of similar aide training 
programs elsewhere. 

The present group of students represents 
a wide variety of academic achievement and 
work experience. They are about equally di- 
vided as to sex, and range in age from 18 
to 43, with a heavy concentration in the 
20-30 year bracket. Although a high school 
education is sufficient for admission, about 
one-half of the students are college graduates 
or college trained. Sixty per cent of them 
have had prior experience in mental hospi- 
tals, for periods ranging from one month to 
three years. Ten states and four foreign 
countries are represented. 

The training program comprises 50 weeks 
of intensive and comprehensive didactic in- 
struction supplemented by closely supervised 
clinical experience on the hospital wards. A 
variety of teaching methods and techniques 
will be used, including visual aids, lectures, 
demonstrations, and laboratory procedures. 
The curriculum includes survey courses 
in psychology, biology, psychodynamics, 
pharmacology, psychosomatic medicine, gen- 
eral medicine, and neurology, as well as gen- 
eral and psychiatric nursing, neurological 
nursing, and geriatrics. In addition to such 


476 


professional subjects instruction will be 
given in English composition, literature, pub- 
lic speaking, and teaching methods, to assist 
the students to teach other aides. 

It is anticipated that the lessons learned 
in the operation of this School will be of 
value to others in establishing orientation 
and inservice training programs for aide 
groups in our mental hospitals. 

The School is under the direction of Dr, 
Bernard H. Hall, staff psychiatrist at the 
Menninger Foundation, with Esther L. 
Lazaro, R. N., as associate director. Addi- 
tional staff members from the Menninger 
Foundation will assist Dr. Hall and Miss 
Lazaro in providing professional instruction 
for the students. 


“LiFe AT LETCHWORTH VILLAGE.”—While 
this is the title of the goth annual report of 
Letchworth Village, for the fiscal year end- 
ing March 31, 1948, it is much more than 
a conventional institutional report. It pre- 
sents the full dramatic story of the origin 
and growth of this remarkable New York 
State institution for mental defectives from 
the inception of the project under Governor 
Hughes in 1907 to the date of the report. 
All these years Letchworth Village has been 
growing, and it is still building. 

Beyond the story of Letchworth Village 
this volume outlines the whole history of 
the study and treatment of mental deficiency 
and includes valuable contributions on many 
aspects of the problem by American pioneer 
workers and authorities, as well as_bio- 
graphical material on outstanding personali- 
ties concerned. There are numerous excel- 
lent illustrations and portraits of leaders in 
this field past and present, including the six 
responsible for the planning and early de- 
velopment of the institution—William Prior 
l_etchworth, William Rhinelander Stewart, 
Dr. Walter E. Fernald, Frank A. Vanderlip, 
Mary W. Harriman, and Dr. Charles Sher- 
man Little, the first superintendent of the 
institution. 


Dr. Harry C. Storrs, the present superin- 
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tendent of Letchworth Village, is to be con- 
gratulated on the appearance of this valuable 
record, which constitutes an important docu- 
ment in American psychiatric history. 


DEATH OF Dr. LEGRAND.—With deep re- 
gret we record the death in an airplane crash 
on October 9, 1949, of Dr. Emile Legrand, 
professor of psychiatry in the University of 
Montreal. Dr. Legrand was returning home 
from a hunting trip in the Laurentian Moun- 
tains when the plane in which he was travel- 
ing was forced down during an electric 
storm and all aboard including two col- 
leagues and the pilot lost their lives. 

Dr. Legrand became a member of The 
American Psychiatric Association at the re- 
cent meeting in Montreal. His preeminence 
in psychiatry, particularly in French-speaking 
Canada, and his own fine personality made 
most welcome his addition to the member- 
ship of the Association, and his loss so soon 
is all the more grievous. 

He had collaborated with Dr. George E. 
Reed in preparing the report, Psychiatric 
Facilities in Montreal and Quebec, which 
appeared in the April issue of the JoURNAL. 
Those who were privileged to be guests 
at the Devereux Luncheon during the Mon- 
treal meeting will recall the gracious and 
felicitous manner with which he presided 
at that function. We had looked forward to 
the advantage and pleasure of continued and 
closer association with him. 


Menas S. Grecory LecTtuRE.—The 1949 
Gregory Lecture was delivered by Dr. John 
R. Rees, director of the World Federation 
for Mental Health, of London, England. The 
Lecture was given on Nov. 3, 1949, in the 
Bellevue Hospital Psychiatric Amphitheater. 

Dr. Rees’ subject was “Diagnosis and 
Prophylaxis in Psychiatry at Home and 
Abroad.” 


Bupcet oF NATIONAL MENTAL HEALTH 
ProGRAM.—For the fiscal year 1950 Con- 
gress has appropriated $7,990,500 to carry 
out the National Mental Health Program 
and an additional $2,150,000 for the support 
beyond the current year of certain research 
and training grants. Grants-in-aid to the states 
total $3,550,000; they range from $20,000 


in a number of the less populous states 
(including Alaska, Hawaii, and the Virgin 
Islands) to $283,400 in New York State. 
Two other states will receive grants of over 
$200,000: California and Pennsylvania. 

In the budgets of the states for1g49 mental 
health clinics were the largest items. Federal 
support was given to 197 stationary clinics 
and traveling clinics to 49 rural areas. In 
addition, many states used Federal aid to 
support mental health services in schools, 
courts, welfare agencies, and other com- 
munity organizations. 


Dr. GRIFFIN CELEBRATES 50 YEARS AT 
OKLAHOMA HospitaL.—The 50-year tenure 
of Dr. D. W. Griffin at Central State Hos- 
pital, Norman, Okla., is believed to be a 
record. Dr. Griffin’s golden anniversary was 
celebrated Oct. 8, 1949; he began his work 
at the Hospital 50 years ago at the age of 
26, when he was just out of medical school. 
At that time there were 362 patients in the 
institution, and the cornerstone of the origi- 
nal building bore the words “ward for the 
violently insane.” Dr. Griffin was respon- 
sible for the erasure of these words. For his 
contributions to the welfare of the mentally 
ill in Oklahoma he has been made a member 
of the Oklahoma Hall of Fame, and the new 
women’s dining hall at the Hospital is to 
bear his name. Dr. Griffin was made pro- 
fessor of psychiatry of the University of 
Oklahoma School of Medicine in 1915 and 
is now professor emeritus. He was the first 
member of The American Psychiatric Asso- 
ciation in Oklahoma and has been a member 
continuously ever since. 


SoutH CaroLina SEMI- 
NAR.—The 3-day neuropsychiatric seminar 
held in Orangeburg, S. C., Sept. 15-17, was 
attended by professional men and women 
and laymen from 19 states. It was the 
largest of its kind ever held in the South- 
east. There were 28 psychiatrists on the 
program, from various parts of the United 
States and Canada. 

Much credit is due to Dr. Orin R. Yost, 
psychiatrist-in-chief of Edgewood Sana- 
torium, and to his collaborators and the spon- 
sors of the seminar for the pronounced suc- 
cess of the enterprise. 
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PENNSYLVANIA PsyCHIATRIC SOCIETY.— 
At the 11th annual dinner meeting of this 
Society, on Sept. 29, 1949, in Pittsburgh, 
Dr. Manfred S. Guttmacher of Baltimore 
spoke on “The Function of Psychiatry in 
the Courts.” 

The following officers were elected to serve 
for the year 1949-50: president : Dr. Harold 
L. Mitchell; president-elect, Dr. Arthur P. 
Noyes; secretary-treasurer, Dr. Philip Q. 
Roche. The following were elected as coun- 
cillors: for one year, Drs. Robert S. Book- 
hammer, Hamblen .C. Eaton, Robert H. 
Israel, and Thomas A. Rutherford: for 
two years, Drs. Hilding A. Bengs, O. Spur- 
geon English, and James M. Henninger. 
Auditors .re as follows: for one year, Dr. 
Morris W. Brody; for two years, Dr. Robert 
W. Staley; for three years, Dr. Lauren H. 
Smith. Dr. Theodore L. Dehne is Editor of 
Transactions. 


VACANCY IN CHILD GUIDANCE CLINIC.— 
The outpatient department of the Medical 
College of Virginia Hospital has available 
a position of director of its child guidance 
clinic, half time at a salary of $6,000 per year. 
In addition, the city of Richmond offers ex- 
cellent opportunity for the private practice 
of child psychiatry on a half time basis. For 
information write to Dr. R. Finley Gayle, 
Jr., Professional Bldg., 5th and Franklin 
Sts., Richmond 19, Va. 


Utan Cuitp GumaANcE CENTER ORGAN- 
IZED.—The departments of psychiatry and 
pediatrics of the University of Utah College 


of Medicine will be jointly responsible for 
this new child guidance organization. Staff 
of the clinic will consist of a director, Dr. 
Leonard H. Taboroff, and two clinical psy- 
chologists, two psychiatric social workers, 
and part-time consultants in pediatric neu- 
rology and the convulsive disorders. Stress 
will be laid on undergraduate and graduate 
teaching of child psychiatry and integration 
with the department of pediatrics. 


Lone IsLAND PsyYCHIATRIC SOCIETY.— 
The first meeting of the 1949-50 season of 
this Society was held at the VA Hospital, 
Northport, on Oct. 18, 1949. Guest speaker 
for the evening was Dr. Gregory Zilboorg, 
and his subject was “Pride and Prejudice 
in Psychosomatic Medicine.” 

Membership in the Long Island Psychi- 
atric Society is drawn from the staffs of the 
Kings Park State Hospital, Central Islip 
State Hospital, Creedmoor State Hospital, 
Pilgrim State Hospital, Northport VA Hos- 
pital, and several private psychiatric institu- 
tions on Long Island. The Society was or- 
ganized in 1925. Dr. Henry Brill is presi- 
dent; Dr. Pompo Milici, vice-president; Dr. 
Arnold A. Schillinger, secretary-treasurer. 


REesIDENCY AT VA Hospitat, Houston, 
Texas.—The VA _ Hospital at Houston, 
Texas, in affiliation with the department of 
neuropsychiatry, Baylor University College 
of Medicine, offers a 3-year residency in 
psychiatry. Inquiries may be addressed to 
the department of neuropsychiatry, Baylor 
University College of Medicine, Houston, 
Texas. 
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BOOK REVIEWS 


PSYCHOTHERAPY PRACTICE AND THEORY. By 
Charles Berg, M.D. (New York: W. W. 
Norton & Company, Inc., 1948.) 

The author presents a psychoanalytic study of 


the meuroses and psychoses, and concludes that 
the only scientific methodology is analysis, since 
it is the only treatment which aims at bringing 
into consciousness the repressed unconscious “root 
of every psychogenic disorder.” The main hypoth- 
esis about which the book is constructed is that 
“all psychogenic illnesses have their inception in 
one identical initial mental movement. This move- 
ment is in essence a retreat from unsuccessful 
instinct-reality adaptation into introverted sexual 
phantasy. The various psychogenic neuroses and 
psychoses represent different stages and different 
degrees of severity of morbid processes conse- 
quent upon this initial moverent.” 

Clinical material is abundant and carefully 
documented with the therapist’s interpretations 
which will clarify the nature of the therapeutic 
procedure. Material often is of such psychologic 
depth that it could be dealt with only in analysis. 
The directness of interpretation which the author 
uses is quite striking. 

The role of sexuality in the production of 
anxiety and mental illness is clearly postulated and 
‘if we insist upon acting out this sexual pattern 
exclusively in a mental or non-sexual manner our 
construction, building up or tumescence will have 
its sequel, not in sexual orgasm, but in destruc- 
tion, war or nervous breakdown.” This would 
seem to be an extreme oversimplification of the 
problem—aggression as a factor is apparently 
minimized. The author’s tendency to generalize 
is exemplified by his suspecting that “every inter- 
ference with health is due to some castration 
phantasy.” 

The section on the mechanisms of psycho- 
analysis and the psychological structure of the 
mind is informative, clear, and concise and to- 
gether with the clinical material is the main con- 
tribution of the book. Transference, resistance, 
regression, and symptom formation are particularly 
well presented. The author’s excellent literary 
style presents a dynamic study of mental illness 
and launches a criticism against the indiscriminate 
use of physical therapy—“the present holocaust.” 

The author’s negative bias to convulsive and 
other somatic therapies is evident in the unsparing 
description of the treatment and in his implica- 
tion that there is an underlying sadistic motiva- 
tion in their use. In this reviewer’s opinion there 
is an unwarranted devaluation of their effective- 
ness, although they are conceded some value in 
the treatment of psychotics, depressive states, and 
“unaccessible” psychoneurotics. 

Hope for the future is that a “prophylactic social 
structure for generations can bring about through 
Lamarckian evolution a cure of the corporate 
body of man.” 


The book is of value to the beginning student of 
psychological medicine, and for those interested 
in psychotherapy the chapters on case history 
taking and brief psychotherapy are particularly 
cogent. 

Harotp S. Arsert, M.D., 
Southard Clinic, 
Boston. 


DIAGRAMS OF THE UNCONSCIOUS—HANDWRITING 
AND PERSONALITY IN MEASUREMENT, EXPERI- 
MENT AND ANALysIS. By Werner Wolff. 
(New York: Grune and Stratton, 1948.) 


The general purpose of the author is to present 
the available evidence for the relationship between 
graphic movement and personality and to develop 
methods for utilizing graphic movement as a 
diagnostic tool. 

Despite several ingeniously conceived experi- 
ments in so-called depth psychology, no real change 
is effected in the present status of graphology as 
a science. The book at best consists of special 
pleading for an acceptance of the basic principle 
that graphic movement is an expression of per- 
sonality, but no further systematic proof of this 
contention is made available in the text. Present- 
day antipathy toward the acceptance of graphology 
is not mitigated in the least. Take for example 
the rather simple experiment of asking the subject 
to write the following 3 phrases: I myself; I 
father; and I mother. If the letter I is written 
closer to the word father than to the word 
mother, a closer relationship between the subject 
and his father is inferred. Such simple, naive, 
analogical thinking cannot help reminding one of 
Crepieux Jamin’s initial efforts with the interpre- 
tation of isolated graphological signs. 

The introduction of the experiments in depth 
psychology in the first part of the book are ex- 
tremely interesting but give the rest of the book a 
semblance of scientific validity which it does not 
possess. The book as a whole seems to be com- 
posed of 2 distinct parts. The first part deals with 
a series of experiments performed by various 
investigators, including the author, in which the 
consistency, uniqueness, and rhythmic qualities 
of handwriting are analyzed. The second part 
deals with a description of handwriting elements 
and the biographical interpretation derived from 
an intuitive, artistic, and sometimes brilliant anal- 
ysis of the characteristics of outstanding person- 
ages based merely on their signatures. It is to be 
regretted that, in giving the detailed elements on 
which the interpretation is based, the author fails 
to provide scales or measures for evaluating the 
characteristics of each element. Such statements 
as “low pressure, lack of detail, original forms, 
thin lines,” could be provided with more specific 
definitions or examples if they are to be useful 
in scientific work. There are no apparent links 
between these 2 parts of the book and it is sur- 
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prising that the 2 should appear together under one 
cover. 

For psychiatrists and psychologists this book 
will make interesting reading since it does deal 
with the individual case in a very individualized 
manner and its excursions into current affairs, as 
well as references to literature, history, and so forth, 
are always interesting and stimulating, though their 
contribution to graphology is sometimes not appar- 
ent. Furthermore the list of handwriting char- 
acteristics and the alleged relationship to person- 
ality provide a challenge for further work in 
evaluation of the author’s methods. For those 
interested in projective techniques and in methods 
of measuring personality this book is almost a 
must reading since it summarizes the most recent 
work in the field of handwriting. 

JosepH Zustn, Pu. D., 
N. Y. State Psychiatric Institute. 


PsycHoLocicaL AtLas. By David Kats. 
York: The Philosophical Library, 1948.) 


Professor Katz of the University of Stockholm 
has collected in this volume 400 pictures and dia- 
grams of psychological phenomena, methods, and 
apparatus. The materials were selected primarily 
for their interest value, particularly as illustrations 
for classrooms and popular lectures. The areas 
represented are general psychology (sensation, 
perception, memory, etc.) ; developmental, applied, 
and animal psychology; characterology ; abnormal 
psychology and psychiatry; and occult phenomena. 
Each illustration is accompanied by a brief ex- 
planatory note. 

The impact of this volume is a curious one; to 
an American psychologist this does not seem to 
be what psychology is like. In part this impression 
stems from the datedness of the items (most of 
them appeared for the first time in publications 
of the early part of the century) and from the 
fact that many are of European origin. Much of 
the material represents leads which have not been 
followed up by American psychologists, for better 
or worse reasons, and are no longer of any but 
historical interest. But more importantly, it seems 
that the material of contemporary psychology does 
not lend itself to pictorial representation—as psy- 
chology matures it is becoming more theoretical, 
conceptual, symbolic, relational. 

Included are the portraits of 41 eminent psy- 
chologists whose careers span the history of 
modern psychology. Half of these men are still 
living, and the oldest, Wundt, lived until 1920. 
Psychology is indeed a young science in a period 
of maximum growth, and perhaps it is not surpris- 
ing that its early random movements, essentially 
exploratory, should already appear quaint and 
outmoded. 


(New 


These remarks are not meant to deny the value 
of the book, for its purpose is to arouse interest 
in psychology, and this it admirably does. The 
reviewer has found it an excellent addition to his 
coffee table if not to his (usually dustier) book 
shelves. 

Ropert E. Harrts, Pu. D., 
University of California 
Medical School. 


PEDIATRICS AND THE EMOTIONAL NEEDS OF THE 
CuiLp. Edited by Helen Witmer. (New York: 
Commonwealth Fund, 1948.) 


Dr. Helen Witmer closes her report of 3 days 
of discussion by leading pediatricians, social case 
workers, and child psychiatrists with the following 
words : . .. pediatricians became reasonably 
comfortable in dealing with the physical phases of 
growth and development quite a long time ago. 
They are much less comfortable in dealing with 
the emotional phases of growth and development, 
but they have perhaps gone far enough in that 
direction so that they will never be comfortable 
again until they can deal with total growth and 
development.” This reviewer hopes that Dr. Wit- 
mer is right. 

Representatives of the various disciplines in- 
volved met in March 1947 as guests of the Com- 
monwealth Fund. The book consists of quotations 
from the discussion with some abridgements by the 
editor. The book is difficult to read because of 
the wide range of special interests represented but 
it lays foundations for an attack on the problem 
of overspecialization in the care of children and a 
plea for more comprehensive care and understand- 
ing of children as individuals in a complex and total 
environment. 

The conference did not adopt any comprehensive 
plan for the solution of the problems presented. 
There was rather general agreement, implied or 
expressed, that some of the principles of social case 
work are applicable to the practice of pediatrics 
and perhaps case workers themselves do have a 
place in pediatric clinics. 

A secondary value of the book lies in the fact 
that there are represented many of the basic con- 
cepts of child guidance theory as expressed by the 
men and women who are currently working in this 
field. An appendix gives brief reports of 10 medical 
school units where psychiatrically oriented pedi- 
atrics is practiced: Harvard, Buffalo (New York), 
University of California, University of Chicago, 
Columbia, Johns Hopkins, University of Minne- 
sota, New York Hospital-Cornell, Stanford, and 
Yale. 


WILLIAM FLEEson, M. D., 
Minnesota Psychiatric Institute, 
Minneapolis, Minn. 
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